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The 


FIVE-DAY WORKING CONFERENCE was held in November 1952, to re-examine 
the teaching of preventive medicine in the light of the changing pattern of 
medical care and medical education today. 

It was co-sponsored by the Conference of Professors of Preventive Medicine 
and the Association of American Medical Colleges, and made possible by generous 
support from the Rockefeller Foundation, the Commonwealth Fund, the National 
Foundation for Infantile Paralysis, the John and Mary R. Markle Foundation, 
the National Tuberculosis Association, the Metropolitan Life Insurance Company, 
the Albert and Mary Lasker Foundation, Inc., the Kellogg Foundation and the 
United States Public Health Service. 

Seventy-six medical schools in the United States and Canada were represented 
at the conference; many contributed by providing travel expenses for members 
of their faculties. Membership included 70 professors and teachers of preventive 
medicine; 13 professors and teachers representing seven other fields of medical 
education; 29 consultants representing a variety of organizations such as schools 
of public health, foundations and voluntary and official health agencies; six con- 
sultants representing special fields such as nursing, social work and the social 
sciences. In addition, as an important part of the conference, 22 deans of medical 
schools attended as active participants. 

All members took part in the deliberations of one of five committees discussing 
the central topics of the conference. These were: 

Curriculum Content and Methodology—E. Gurney CLark, M.D., chairman. 

Departmental Interrelationships—GLEn R. Leymaster, M.D., chairman. 

Comprehensive Health Care—C. Hower M.D., chairman. 

Community Health Activities—Tuomas D. Dustin, M.D., chairman. 

Research—Davip D. Rutstemn, M.D., chairman. 

The conference was held immediately preceding the 63rd Annual Meeting of 
the Association of American Medical Colleges and at the same place, in order to 
secure maximum interchange of ideas between faculty and administration concern- 
ing the role of preventive medicine in medical schools. Many of our members 
stayed through the Association of American Medical Colleges meeting, where 
several sessions were devoted to considering the five focal subjects explored by our 
conference committees. 

A conspicuous feature of this conference was the time and effort put into its 
preparation. A small planning committee functioned for more than a year in 
advance of the Colorado Springs meeting, determining policy, outlining the main 
topics for discussion, designating committee chairmen, and meeting with pre- 
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conference work committees. The preconference committees, in turn, supplied 
the groundwork for the conference discussions by preparing a wealth of carefully 
organized background material. Several weeks before the conference began, this 
material was sent to all participants. Many individuals, not all of whom attended 
the conference itself, added to its value through their work at this preparatory 
stage. The Division of Public Health Methods of the Public Health Service made 
a major contribution by compiling and annotating a comprehensive bibliography 
of preventive medicine content and teaching methods. 

The president and the president-elect of the Association of American Medical 
Colleges took active parts in conference planning, and helped greatly in orienting 
this meeting to the long-range review of the whole program of medical education 
being undertaken through a series of teaching institutes sponsored by the 
Association. 

Members of the planning committee of the conference were: 

Lloyd Florio, M.D., chairman, 

John H. Dingle, M.D., co-chairman 

Ray E. Trussell, M.D., co-chairman 

Duncan W. Clark, M.D. 

John P. Hubbard, M.D. 

Thomas A. LaSaine, M.D. 

Hugh R. Leavell, M.D. 

David D. Rutstein, M.D. 

Ward Darley, M.D., co-chairman for the Association of American 
Medical Colleges 

George P. Berry, M.D., coordinator with the Association of American 
Medical Colleges 

Evelyn Rahm, executive secretary of the conference. 
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The Report 


This report is based on information gathered by preconference committees, 
notes on conference discussions, reports of the five committees of the conference, 
and discussions and reports resulting from the Association of American Medical 
Colleges meeting. The attempt has been made to draw this material together so 
as to describe the philosophical tenets of preventive medicine and the scope 
of its activities, and to illustrate some of the ways in which its teaching may 
be conducted. While the report is not outlined according to the five topics con- 
stituting the agenda of the conference, all the points made in final committee 
statements are included. 
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The Expanding Opportunities and Responsibilities 
of the Physician 


EDUCATION of doctors has varied enormously in response to the extent 
of knowledge and the conditions of society at any particular time. In the 
United States, whether in the apprenticeship period of the early 19th century, 
in the myriad isolated private schools of the following 50 years, or in the uni- 
versity and hospital-connected schools where scientific medicine has flourished 
during this century, the medical curriculum has been the ever-changing expres- 
sion of an ever-changing educational ideal. Our conference tried to formulate the 
aims and methods of teaching preventive medicine in the light of what seems likely 
to be expected of physicians in the future, and thus in the light of evolving ob- 
jectives of medical education today. 

The story of western civilization’s contest with disease dramatically illustrates 
the close interdependence of science and society. It is a familiar and continuing 
story: the wiping out of old-time plagues and pestilences making possible tremen- 
dous increases in urban living; the discovery and application of measures to master 
such scourges as typhoid fever and diphtheria bringing startling changes in man’s 
life expectancy; the whole ascending spiral of a healthier population becoming 
a vastly more economically productive population, and by virtue of that fact, 
in turn, through better nutrition, housing, education, medical care and scientific 
research, attaining yet higher levels of healthfulness. 

Fresh challenges constantly arise. New hazards to community, family and per- 
sonal health appear as byproducts of our technological advances. As the menace 
of communicable and acute disease is lessened, the problem of chronic disease 
grows more formidable, creating changed demands on doctors, hospitals, families 
and community welfare services. As the population has an increasingly large 
proportion of older people, degenerative disease comes to the forefront. As 
mental illness increases, its victims now occupying half our hospitals beds, mental 
health, preventive psychiatry and social psychiatry receive new emphasis. As 
scientific knowledge grows, new opportunities arise for the individual physician 
as well as the public health official to prevent disease. 

Of greatest importance has been the change in people’s attitude towards sickness 
and health. A scant hundred years ago, the ravages of sickness were considered 
an inevitable instrument of fate. Today, most people in the United States regard 
an opportunity for health as they do an opportunity for education, a basic 
privilege of all citizens. 
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Paralleling the evolving concept of the worth of the individual has come a 
host of organized activities by both private and governmental agencies for the 
promotion of public health and welfare. It has been estimated that the nation’s 
total expenditure for civilian health services increased 130 per cent in the past 
20 years. As another example, the funds flowing into medical research have in- 
creased 10 times in the last 10 years in the United States. 

New levels of achievement are reflected in mounting expenses in medical 
education and medical care, bringing about new methods of payment, such as 
voluntary insurance for hospital bills. The complexity of medical science brings 
mushrooming specialization, both within the profession of medicine itself and 
within and between the allied health services, resulting in an obscuring of the 
traditional general practitioner and demanding new methods and skills in in- 
tegrating health services for the patient’s benefit. 

There is a growing awareness by medical schools of the need to re-examine 
their teaching, so as to provide a setting where students can better learn the 
habits of thinking and action which help them to become effective physicians 
in this changed scene. This growing awareness reflects a new way of looking 
at medical education itself, although it is of necessity slow in emerging. On this 
question Dr. Richard Shryock commented: “. . . it is still difficult for physicians 
today to conceive of care which transcends the traditional hospital type of 
diagnosis and cures. They were trained in the heyday of an almost exclusively 
somatic medicine based on a localized pathology and the related concept of disease 
specificity. Medicine of this type has achieved so much that some men quite 
naturally feel that it alone merits serious consideration. But in actuality, they are 
unable to view it critically because they are unfamiliar with any other type of 
medicine—that is, with the forms which preceded present medicine and which 
may, in part, supersede it in the future. 

“The moment one examines historically the medicine which has been dominant 
in our own times, it becomes clear that this represents a late phase of medical 
development. Concepts now taken for granted hardly began to emerge before 
1800, and did not command the thinking of most practitioners until about 1875. 
Prior to that time, most physicians were more concerned with the general con- 
dition of the patient in relation to his environment than they were with localized 
pathology or even specific forms of illness. They were interested in persons 
rather than in diseases and their medical education had implemented these out- 
looks through the apprenticeship, which had enabled them to see patients as 
persons in their normal surroundings.” 

When apprenticeship was superseded by the typical 19th century low-standard 
proprietary medical school, unconnected with a university or hospital, where 
instruction consisted almost wholly of didactic lectures, the student learned 
so little of real scientific value that the physician in practice still had to rely 
largely on observations of people and their responses to illness in order to pro- 
vide what aid and comfort he could. The fact that today, in the popular mind, 
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the 19th century doctor is still the prototype of the “good physician” attests 
that even with such limited weapons he still was able to perform a useful service 
of some kind. 

The flowering of scientific knowledge in the 19th century revolutionized 
medical education. American students coming home from study in Europe brought 
a new spirit and new methods of scientific inquiry, reflected in new standards 
in a few medical schools in Boston, New York, Philadelphia and in Baltimore, 
where the Johns Hopkins Medical School became a focal point in the process of 
creating a new kind of medical education. The medical course was increased to a 
four-year period, educational methods were introduced on a university level, 
and in place of sterile didacticism, students were given opportunities for self- 
education under supervision in laboratories and hospital wards. Furthermore, 
these developments made it possible to train the teachers of the next generation 
in the United States. This growing movement was translated into a sweeping 
reform of medical education under the impetus of the classic Flexner Report of 
1910. 

In accord with the then new conception, the task of the medical school was to 
train a physician fully equipped with all the means of a rapidly developing medi- 
cal science in laboratory and clinic. The focus of this educational system was on 
the study of disease, its recognition in the laboratory and at the hospital bedside, 
and the application of therapeutic means for the cure of disease. A sharp dis- 
tinction was drawn between curative and preventive medicine, the prevention 
of disease being regarded as pretty much limited to an administrative problem 
tobe dealt with on a community-wide basis for the protection of the community 
as a whole. 

Here in medical schools and teaching hospitals occurred the brilliant applica- 
tion of the scientific method which made possible the accumulation of the tremen- 
dous body of knowledge, both of etiology and treatment of disease, which is of 
course basic to medicine today. 

Yet while training students in the complexities of hospital practice, and focusing 
on the detailed scientific handling of diagnostic and therapeutic problems, a 
price was paid in losing sight of the patient as an individual, as a member of a 
family and a community. That real values, intuitively appreciated by practitioners 
of a former day, had been abandoned, was slowly realized over the intervening 
years. Step-by-step evidence accumulated which indicated that the localized 
pathologic process must be understood in relation to the functioning of the entire 
body; that bodily function must in turn be understood in relation to the patient’s 
personality; and finally, that the patient must be understood in relation to his 
total environment. 


Health Goals Today 


The goal of health now at mid-century calls for not only the cure or alleviation 
of disease. It calls for even more than the prevention of disease. Rather, it looks 
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beyond, to strive for maximum physical, mental and social efficiency for the indi- 
vidual, for his family and for the community. 

To work towards this ideal, though, of course, never completely attainable 
end, requires the informed efforts of each individual person to improve his own 
health, requires provision of health resources by organized society, requires the 
skills and guidance of physicians and the assistance of various associated profes- 
sional groups, and indeed of many other individuals, groups and agencies engaged 
in health activities in the community. 

Coordinated health services must be directed toward providing a wide spectrum 
of comprehensive health care, promoting health, preventing disease, detecting 
and treating disease at the earliest possible moment to prevent disabling sequelae, 
limiting disability to the greatest extent possible if disease becomes established, 
and restoring the individual to his most useful practicable functioning when 
permanent disability is inevitable. 


The Role of the Physician 

Comprehensive health services require partnership between the physician and 
the community in which he serves, with mutual understanding of the interlocking 
responsibilities in this joint enterprise. 

Society itself carries a large share of this responsibility, because so many social 
and economic activities bear directly or indirectly on health. Through individual 
and group action, people must strive to find a life that is conducive to health and 
happiness in terms of work, food, clothing, housing, recreation and social and 
family relationships. Also, in order to secure health services, they provide hospi- 
tals, health departments and the many other necessary health agencies and facili- 
ties; authorize the enforcement of minimum standards through licensure; sup- 
port medical education and research; and, in the final analysis, through individual 
or group payment, foot the total bill for health services in whatever ways seem 
appropriate. 

The physician offers a variety of services to the community beyond the care 
of individual patients. He cooperates with the health officer in maintaining 
health standards and assists in the planning and provision of health education 
and community welfare. By early reporting of communicable disease, births and 
deaths, he aids in the accumulation of data vital to community health. He is 
called upon to assist in professional education, to enlarge knowledge through 
research, and to support needed health legislation. 

In relation to individual patients, beyond his traditional role of treating disease, 
advances in medical science and the changing character of health needs and 
resources give the physician today a much wider opportunity than in the past 
to assume leadership in the whole range of comprehensive health services. 

At the turn of the century the practicing physician was predominantly con- 
cerned with the treatment of recognizable disease. He could do comparatively 
little as an individual for health maintenance or prevention of disease. Pure 
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water supplies and other basic sanitary accomplishments were being achieved 
through the concerted action of many different professional and lay groups. 
Today, besides these community measures, the well-being of individuals is also 
guarded and augmented by many personal measures provided by the physician or 
undertaken at his advice as, for example, prescription of a proper diet to avoid 
obesity, proper attention to health during pregnancy, health supervision of 
children and, to an increasing degree, periodic health inventory of the adult 
members of the family. 

The physician’s field of activity is therefore enlarged: to help the individual 
understand what he can do to improve his own health, when to look for medical 
guidance and how to follow it. At the other end of the spectrum, as the prob- 
lems of chronic illness grow more pressing and community rehabilitation services 
expand, he has more opportunities to render restorative services. 

There are only a few studies which show anything about the way a physician’s 
practice is now distributed between preventive and curative activities. However, 
the large measure of preventive services given by pediatricians was indicated in 
a recent survey by the American Academy of Pediatrics, based on questionnaires 
returned by 81 per cent of all pediatricians and 65 per cent of all other practicing 
physicians in this country. It showed that 54 per cent of pediatricians’ visits on 
an average day were for health supervision—thus less than half were for the 
care of sick children. Of the services given by general practitioners to children, 
approximately a third were for the supervision of their health.’ 

No comparable figures are available for adult patients. But a recent study, 
although based on the experience of only 41 internists, in one city, revealed that 
26 per cent of their professional time was spent for preventive measures and an 
additional 19 per cent for health education—leaving only a little over half for the 


‘more traditional diagnostic and therapeutic services.* If a similar analysis of 


surgical practice were undertaken, it would undoubtedly also reveal a high 
proportion of preventive services. The surgeon today devotes much of his time 
and attention to examinations directed primarily towards the maintenance of 
health, and to a great variety of specific preventive measures, such as the removal 
of premalignant lesions. 

Besides the services which he himself is equipped to render to the patient, 
the physician today has opportunities to marshall specialized help from many 
sources. In relation to the varied agencies and facilities the community provides, 
in relation to other physicians with special skills, and in relation to the more 
than 30 separate kinds of paramedical workers with training in fields such as 
physical therapy or clinical psychology, the physician acts as the individual 
patient’s reassuring guide. Though he may assign responsibility for the manage- 
ment of an individual case to someone in a nonmedical field of health activity, 
such as to a rehabilitation worker when maximum physical restoration has been 
achieved, yet the physician still is primarily responsible for putting the patient 
into contact with the services he needs to secure comprehensive care. 
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The Changing Demands on Physicians 

If the goal of health is maximum well-being for the individual, family and 
community, and if a principal means to achieve this is through comprehensive 
health services—in which many groups cooperate, but where the physician is 
key—what kind of physician is needed? 

Naturally no complete answer is possible, but in discussing this question at 
the conference it was felt that there are certain basic attitudes, abilities and 
kinds of knowledge which should be common to all physicians if they are to be 
able to respond fully to this challenge. 

Society today calls for a physician whose objectives will always be to conserve 
and improve health, to interpose barriers to malfunction and disease, and to 
extend the knowledge that makes these possible. 

This physician must consider the variety of factors which bear on health, 
not just those of organic disease or impairment. Yet always he must maintain 
a realistic contact with the scientific basis of all that he does, realizing when 
he is acting on the basis of fact, when on the basis of informed theory and when 
he must act on the basis of speculation alone. He should see health and disease 
not as defined points, but as relative terms, realizing that either may be influenced 
by the degree of a person’s adaptation to the complexities of his environment 
or by his innate potential for health. To grasp this view, he must appreciate 
the manifold variety of circumstances whose interplay determines whether man 
will resist disease or succumb to it. 

Such a physician will be continually alert to the many-faceted causes of health 
and disease, and while using every available scientific means to measure or detect 
them, will also call on his trained observation of people and people’s relation to 
their surroundings to add to the sum of what can be determined by the precision 
instruments of the laboratory. 

Thus the physician must understand each patient as an individual, taking into 
account his ambitions, his feelings, why he behaves as he does. Similarly, it is 
necessary that the physician know how to evaluate the effects of a patient’s way 
of living, his habits, his family, his job or other factors in his life as they bear on 
health. For example, a host of circumstances, from religious belief to weekly 
income, may work to negate even a simple diet order if the physician is unaware 
of how such circumstances affect an individual patient, and does not know how 
to deal with them. 

A physician whose objective is truly to conserve health as well as to treat 
disease and who considers the effects of environment on health and disease, 
naturally thinks in terms of the community as well as of the individual patient. 
A physician who sees an anemic patient who has been handling benzol in a chemi- 
cal plant would hardly be satisfied just to treat that patient, but would try to see 
what could be done about removing the hazard itself. If the existing standards 
in his state proved inadequate, he would help to improve them. 
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Finally, in his relation to the whole scope of comprehensive care, although 
any individual physician himself may be prepared to contribute only one highly 
particularized segment of the services his patient needs, yet it is his responsi- 
bility to see that many wheels mesh for this patient’s benefit. 

Not only must he know the wide range of facilities and resources which the 
community provides for the health and welfare of its citizens—from visiting 
nurse to job placement service—and know how and when to direct patients to 
them, but he must also be prepared to assume a pivotal position on a health 
team of many players. He must know how to work in intelligent cooperation with 
representatives of more than a score of specialties and subspecialties of medicine 
itself; and with a great variety of other people on this team, within the hospital 
and within the community—dentists, nurses, technicians, occupational therapists, 
dietitians, medical and psychiatric social workers and many others. He must be 
aware of the contribution that each can make to an improvement of individual 
and collective health in the community, and try to make the sum total of their 
contributions result in an integrated, rather than piecemeal, health service to his 
patients. 

In brief, our conference believes that all physicians, in addition to requisite 
knowledge and ability to diagnose and treat disease, should have the broad goals 
of health always in mind; they should have a spirit of scientific inquiry, a broad 
understanding of the natural history of disease, a knowledge of people as well 
as disease, an insight into the relation of both people and disease to the environ- 
ment, and the ability to call into play whatever services may be necessar:, to secure 
comprehensive health care. 


Are Medical Schools Geared to Meet These Demands? 


Many medical schools now do not succeed in offering the kind of educational 
experience necessary for preparing such physicians. If any one major defect 
were to be singled out, it would be that the students’ medical education is too 
splintered. Often an insufficiently coordinated presentation of perhaps 32 distinct 
subjects, ranging from anatomy to clinical medicine, may leave the student with 
a fragmented view of health and disease. Clinical teaching situations may be too 
narrowly concentrated on somatic illness as seen in the hospital bed or out- 
patient department, leaving the student again with a fragmented view of both 
patient and disease. 

The medical student, whose teachers are almost always specialists eminently 
expert in the diagnosis and treatment of some particular group of conditions, 
observes patients selected to demonstrate these conditions. He rarely has op- 
portunities to observe any patient or group of patients over any continuous 
period of time or through varying medical and related needs and experiences. 
Although he may be reminded that he should consider “the patient in relation 
to his environment,” “community resources for health,” and “integration of 
preventive and rehabilitative measures into practice,” these terms may remain 
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abstractions in any student’s mind if the teaching situation itself fails to demon- 
strate their necessity and their practice. 

An anecdote told at the conference epitomized this. A student seeing a patient 
once, at a particular acute stage of an illness in the highly artificial surroundings 
of a hospital ward, separated from all the circumstances of his usual life, even from 
his own clothes, was told by his instructor to “remember that the patient is a 
whole person.” Could he truly appreciate the irony of the patient’s worried ques- 
tion to a bystander after overhearing this admonition, “Was that doctor talking 
about me?” 


Objectives in Medical Education Today 

As medical education is evolving now, it seeks to recapture by new methods 
some of the values attributed to medicine of former days without sacrificing 
the values inherent in the prevailing tradition. This evolution stems from a 
growing awareness that “scientific medicine is medicine based on the fullest 
and most exact knowledge of man available,” and that the term is “a misnomer 
when it is exclusively preoccupied with the physical and chemical constitution.”* 

Today many medical schools all over the United States are re-evaluating 
their curricula and are designing and conducting a variety of teaching experi- 
ments to give students a more comprehensive view of medicine. There seems to 
be a growing trend to cut across established departmental lines in order to 
provide a greater integration in teaching. At the same time, many schools are 
looking beyond the confines of the hospital to find new settings for teaching, 
just as 50 years ago teaching was emerging from the confines of the classroom 
to include clinical teaching in hospitals. 

Our conference noted these experiments in medical education with keen 
interest, as most of them relate in some degree to methods of teaching preventive 
medicine. 

However, the teaching programs that evolve as a result of the current interest 
in trial of new methods of course will be satisfactory only as they express and 
implement the over-all goals of medical education. During our conference we con- 
tinually related our discussion of both the objectives and the methods of teaching 
preventive medicine to these goals, as formulated in the recent siatement of the 
Association of American Medical Colleges, “The Objectives of Undergraduate 
Medical Education.’ As this statement will be referred to throughout this report, 
it is quoted here in full: 


Undergraduate medical education must provide a solid foundation for the future physi- 
cian’s development. It should not aim at presenting the complete, detailed, systematic body 
of knowledge concerning each and every medical and rélated discipline. Rather, it must pro- 
vide the setting in which the student can learn fundamental principles applicable to the whole 
body of medical knowledge, establish habits of reasoned and critical judgment of evidence and 
experience, and develop an ability to use these principles and judgments wisely in solving prob- 
lems of health and disease. 

Undergraduate medical education cannot achieve these aims if the student is relegated to 
a passive role. It must provide incentive for active learning on the part of the student. This 
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can best be done by giving him definite responsibility in real, day-to-day problems of health 
and disease. This responsibility must, of course, be carefully graded to the student’s ability 
and experience and must be exercised under careful guidance by the faculty. 

Given incentive to learn and guidance toward the grasp of principles, with the problems 
of health and disease as a frame of reference, the student will build the necessary foundation 
for his career in medicine, be it practice (general or limited), teaching, research or adminis- 
tration. 

In working toward this fundamental objective, undergraduate medical schools must strive 
to help the student to: acquire basic professional knowledge; establish essential habits; attain 
dinical and social skills necessary to the best utilization of that knowledge; and develop those 
basic intellectual attitudes and ethical or moral principles which are essential if he is to gain 
and maintain the confidence and trust of those whom he treats, the respect of those with whom 
he works and the support of the community in which he lives. 

These five aims are obviously not distinctly separable, but are mutually interdependent. 
All together, they summarize the desirable characteristics of the responsible professional per- 
son medical education is attempting to produce. 

Taking these five aims as a basis for specification, the more detailed objectives of under- 
graduate medical education are: 


A. To help the student acquire requisite knowledge: 

1. Of the normal development, structure and function of the human being. 

2. Of the common disorders of development, structure or function. 

3. Of the manner in which physical, chemical and biological agents as well as hereditary 
factors, psychological factors, living habits and social forces affect the human being 
favorably or unfavorably. 

4. Of the availability of a wide variety of diagnostic, operative and other therapeutic pro- 
cedures in the hands of specialists. 

5. Of the general techniques and resources available both to the individual and to the 
community for the prevention of disease and the maintenance of health. 

6. Of the social and cultural settings in which medical education and practice are carried on. 


B. To help the student establish essential habits: 
1. Of continuing self-education, through critical reading and evaluation of information, 
and through use of the scientific method in approaching medical problems. 
2. Of thoroughness and accuracy in carrying out diagnostic and therapeutic procedures. 
3. Of consideration and perceptiveness in the handling of patients. 


C. To help the student achieve basic skills: 

1. In eliciting an accurate and adequate history. 

2. In making physical examination and utilizing effectively such instruments as are com- 
monly used by all physicians. 

3. In performing and interpreting essential laboratory tests and in requesting and inter- 
preting special studies conducted by technicians or by specialists. 

4. In using assembled data to provide a valid diagnostic appraisal and an effective course 
of action, calling upon additional specialists’ services and community services as needed. 

5. In interpreting findings and diagnosis to patients in such a way as to give hope and 
understanding and to avoid undue apprehension and pessimism. 

6. In winning and holding the confidence of patients and their families. 

7. In working in the medical team of physicians, nurses, social workers, physical therapists 
and others. 

8. In working in the community team of official and voluntary institutions and agencies 
providing health services. 
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D. To help the student develop sound attitudes: 

1. Of viewing individuals in their entirety as complex human beings in a complex and 
changing environment. 

2. Of seeking ways to promote and to maintain patients’ health, understanding that it is 
more effective to prevent disease than to cure it. 

3. Of approaching each ill patient as a person with disordered development, structure . 
function, the cause and cure of which are problems to be solved by means of careful 
scientific investigation. 

4. Of basing the plan for cure, rehabilitation or adjustment to permanent handicap upon 
the joint efforts of the medical team and patient to assist nature’s healing powers. 

5. Of expecting to be a student all his life and to learn and to revise old thinking as long 

_ as he continues to practice medicine. 

6. Of accepting the fact that the physician can cure sometimes, relieve often, prevent fre- 
quently, comfort always. 


E. To help the student gain an understanding of professional and ethical principles: 

1. Of being willing to accept the responsibility for the initiation and continuing coordina- 
tion of all of the efforts directed toward the patient’s problem or problems as they relate 
to his health. 

2. Of establishing definite diagnosis and treatment only after adequate study. 

3. Of supplementing one’s own judgment, as occasion requires, with the wisdom and coun- 
sel of competent medical specialists. 

4. Of charging fees in proportion to the time, skill and special facilities required and with 
due regard for the patient’s economic circumstances. 

5. Of being mindful of his obligations to the community as a physician, with reference to 
the community’s problems of health and disease, and equally as a citizen. 

6. Of respecting the rights and dignity of patients and the reputation of one’s colleagues. 

7. Of extending freely his professional aid in any emergency. 


The objectives of undergraduate medical education do NOT include: 

1. Attempting to provide the detailed systematic knowledge of anatomy, biochemistry, 
physiology, microbiology, pathology or pharmacology required of graduate students 
majoring in one of these fields. 

2. Attempting to provide a detailed presentation of al the disorders that affect the human 
being 


3. Attempting to provide a detailed presentation of all the physical, chemical, and bio- 
logical agents, hereditary factors, psychological factors, living habits and social forces 
that may affect the human being favorably or unfavorably. 

4. Attempting to teach the techniques required for the successful practice of the various 
specialties.” 

REFERENCES 

1. Report of the Committee for the Study of Child Health Services, American Academy of Pedi- 
atrics with the cooperation of the U. S. Public Health Service and the U. S. Children’s Bureau: “Child 
Health Services and Pediatric Education,” The Commonwealth Fund, New York, 1949, pp. 51-52. 

2. Dow1inc, H. F.; Saaxow, D.: “Time Spent by Internists on Adult Health Education and Pre- 
ventive Medicine,” Journ. Am. Med. Assn., Vol. 149, 628-631, June 14, 1952. 

3. Berry, G. P.: “Medical Education in Transition,” Journ. Med. Edu., Vol. 28, No. 3, 17-42, 
March 1953. 

4. Executive Council of the Association of American Medical Colleges: “The Objectives of Under- 
graduate Medical Education, Eighth Revision, 1953,” Journ. Med. Edu., Vol. 28, No. 3, 57-59, March 
1953. 


10 Journal of MEDICAL EDUCATION 


i 


Chapter Il 


Contributions of Preventive Medicine in Medical 
Education and Research 


U™ FAIRLY RECENTLY, teaching preventive medicine meant teaching about 
public health. This was an expression of the traditional separation of re- 
sponsibility for health services between the practicing physician and community 
organizations, as typified by the public health department. As noted in the pre- 
vious chapter, 50 years ago the doctor’s job was almost solely to treat the indi- 
vidual patient’s disease; the job of public health was almost solely to prevent 
communicable disease in the community by controlling certain aspects of the 
environment. 

Although these original responsibilities of course remain, it is apparent that 
present-day knowledge and techniques for maintaining health make such a clear- 
cut separation of function no longer valid. Moving from these divergent poles, 
medical practice and public health for some time have been converging into a 
common orbit in the provision of a wide range of preventive measures; practicing 
physicians through direct preventive services to patients, public health—whether 
voluntary or official—through organizing the provision of many such services to 
individuals where a particular disease or condition is so widespread that it is re- 
garded as a community problem. 

Measures for the early detection of diabetes provide a good example. A con- 
scientious physician may routinely test the blood and urine of all the patients in 
his practice and find a certain number with previously unsuspected diabetes. Yet 
many people having this condition still asymptomatically never happen to get 
to the doctor’s office at all, until later, when it is all too apparent that they are 
sick. Since there are significant numbers of such people in the population, public 
health organizations, voluntary and official, may do their part in finding them 
through arrangements for mass screening. Under the auspices of the private 
physician or under the auspices of a community program, the service to the 
patient is the same—an important measure of preventive medicine. 

Similarly, of course, prenatal care is preventive medicine, whether the physician 
giving this care sees the prospective mother in his own office, in a hospital clinic, 
or in a clinic operated by a public health department. 

Thus, today, the term preventive medicine has a broad meaning, including 
public health as only one special part of its general concern with all other aspects 
of health maintenance. This is a relatively new way of looking at the field. 

A review of the names of our corresponding medical school departments in the 
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past suggests this change in orientation: departments of ‘‘medical police” were in 
vogue in the 1830’s; later the names considered appropriate evolved through 
“hygiene,” “sanitary science,” “public health and preventive medicine,” to the 
current term “preventive medicine.””* And already there are signs that this name, 
too, will yield to another. Our conference indicated some dissatisfaction with the 
term “preventive medicine,” but did not find an acceptable substitute. Note was 
taken of departments under the heading of “community health” and “environ- 
mental medicine.” Some inembers liked the English and Canadian name for their 
corresponding departments, “social medicine.” The word “‘social” in this connota- 
tion relates both to the individual, as “socius,” or fellow, and to “societas,” the 
larger group. 

These changes in name reflect a new clinical orientation in the teaching of 
preventive medicine and its relation to the community. While a clinical approach 
as well as a community approach may not be possible or suitable to other parts 
of the world, it does reflect the particular level of health goals and services in the 
United States at this time. 

Our conference concludes that the teaching of preventive medicine to under- 
graduate medical students should focus mainly on the principles and practices of 
protecting health which are directly applicable to physicians caring for individual 
patients. Our special place in medical education is the incorporation of preventive 
medicine in clinical practice. Since personal health is inseparably linked with 
community health, however, the practice of preventive medicine requires a basic 
understanding of the individual in relation to the group. It requires more—a 
willingness to cooperate with organized community effort. 

The science and art of advancing health and preventing disease is as broad as 
medicine itself. It does not deal with any particular group of biological disorders, 
nor does it concentrate its interest on a particular area or function of the human 
body, nor any particular classification of people by age or sex. The body of knowl- 
edge and skills of measurement and application that it has accumulated gain 
broader value in proportion to the extent to which they are used in other fields 
of medicine. Likewise, it is dependent on many other fields of medicine for ad- 
vancement of knowledge and application of preventive measures. By virtue of 
these facts, the teaching of preventive medicine should be regarded as a coopera- 
tive enterprise within the medical school, for, like psychiatry, it functions best 
when spreading horizontally through a school curriculum. 

Because this is true, our conference questioned whether a department of pre- 
ventive medicine, as such, was necessary. We concluded that a separate depart- 
ment is now desirable in an educational system which is organized along highly 
specialized lines, lest what should be everybody’s business becomes in fact 
nobody’s. This aspect of our discussion will be recorded more fully later in this 

* Since the names of departments responsible for teaching preventive medicine still vary consider- 
ably, for purposes of our conference we used the title “department of preventive medicine” to apply 
generally. 
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report. However, it should be clear at the outset that when we describe the at- 
titudes, knowledge and skills which a student should acquire to become a physician 
effective in the preventive aspects of medicine, we do not believe that this teaching 
must be limited to our department, any more than all aspects of child health, for 
example, must be limited to the department of pediatrics. 


|. The Viewpoint of Preventive Medicine 


Our conference was asked by the co-chairman and representative of the Associ- 
ation of American Medical Colleges, Dr. Ward Darley, to formulate answers to a 
number of general questions. The first of these was: 


What concepts, values and areas of interest from the field of preventive medicine 
should be common to all physicians?,— 


By the time a medical student finishes his undergraduate training he should 
have formulated at least some of his ideas about the purposes of medicine in 
general, and about his opportunities to implement what he has learned, both in 
relation to individual patients and to the community in which he will practice. 
Preventive medicine can contribute to a student’s formulation of these ideas by 
helping to introduce him to the idea of human ecology. In proportion to its success 
in teaching this interaction of the human organism with the environment, pre- 
ventive medicine shares in the development of some of the qualities needed for 
physicians today, as described in the previous chapter. 

Thus, in all his necessary concentration on detail throughout medical school, 
the student should never be allowed to lose sight of the big picture: that man exists 
in and as part of a most complex world, and that forces within this world, playing 
on each other as they touch on him, are in a ceaseless state of flux and change; 
that man himself is also in a ceaseless state of change; that health and disease 
are never fixed absolutes, but only terms which describe the relative balance 
between man and his total environment at any given moment—health as the 
extent to which he masters the sum of his inner and external stresses, disease as 
the extent to which he is their victim. 

Throughout man’s natural history he is constantly subjected to hazards and 
stresses which threaten his health. To meet these stresses he is endowed with a 
natural resiliency which varies greatly during his span of years throughout the 
processes of his growth, maturation and withering. This resiliency varies, too, 
according to his particular genetic endowment, psychological constitution and 
many other factors. 

If preventive medicine’s challenge is to protect man from the hazards to his 
health, students must study man, in all his complexity, both in order to measure 
and to best fortify his resistance. They also must be prepared to recognize the 
varied kinds of hazards and stresses which impinge on man’s health: disease 
agents; factors in man’s hereditary constitution and in his personality; and cir- 
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cumstances in his physical and in his social environment, all of which—in com- 
bination or singly—may strain the individual’s resistance beyond the limits of 
tolerance and bring disease or malfunction. 

If the success of prevention depends first upon the knowledge of causes, it 
depends next on the opportunity to use this knowledge to help man successfully 
counteract the stresses he encounters. The student should come to have a view 
of the natural history of disease, so that as a physician he may continually seek 
opportunities to interrupt its course most promptly for his patient’s benefit. He 
should be aware that before the pathologic process is recognizable, the causes 
may be operating in man himself or in his physical, biological or social environ- 
ment. He should understand the evolution of disease, from the first factors which 
lead to its initiation through changes in man’s’ form and function leading to 
eventual defect, disability or death. In short, the central core of preventive medi- 
cine is an appreciation of the natural history of man and the natural history of 
disease. 

With such a view, the student should come to see that in any individual, from 
the period of his apparent health through the course of any disease or disorder, 
the physician has opportunities to “come before” the event.* In some instances, 
depending on existing knowledge and opportunity, complete prevention is pos- 
sible; in others, only intervention is possible, to prevent development of further 
disorders. But preventive opportunities of some degree or other are never lost 
until the patient himself is lost. 

A student can most easily visualize his opportunities to practice preventive 
medicine if he sees these opportunities in relation to the whole scope of compre- 
hensive health care, as outlined in Chapter I. We believe that the student can 
look at the entire range of health services in terms of what have been called “levels 
of prevention.” At these various levels, measures may be applied to the agent, 
the host, or the environment at some stage or another of the natural history of 
disease. 

The Levels of Prevention: Measures for health promotion, whether in the form of 
improved housing for a particular group of people or in the form of advice given 
to an individual mother in the care of her newborn child, are measures to fortify 
health, rather than to combat any particular disease or disorder. 

On the other hand, specific protection represent: prevention in its strictest sense. 
Here measures are taken against a particular disease or group of diseases, to 
intercept their causes before they involve man. Some of these measures may be 
applied to the environment, such as when a shield is put over the moving parts 
of a machine in a factory, or a sewage disposal plant installed in a town. Others 
may be applied directly to man himself, such as by immunization procedures. 

Early recognition and prompt treatment are the best preventive measures for 


* To prevent, in modern usage, means to stop. The Elizabethan connotation of the word, to “come 
before,” expresses more exactly the purposes of preventive medicine as we see it. 
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disease where there is yet no known specific protection, as in cancer. They are 
also needed when for one reason or another specific preventive measures were 
not applied, as in dental caries. 

Similarly, when there is failure of prevention at an earlier phase in the natural 
history of the disease, preventive measures may still be applied to limit disability. 
Here, treatment of the disease process, even when it is firmly established, may 
still prevent its continued course and avert defect or disability and postpone 
death. 

Rehabilitation is the final weapon. Although disease has to a greater or lesser 
extent handicapped the individual, after it has become relatively stabilized there 
are still opportunities to make good use of remaining capacities. Even though 
changes in form and function are no longer reversible, measures may still be taken 
both to help the individual and to modify his environment so that he can often 
return as a useful member of society. 

A student who gets the impact of this point of view will be the kind of physician 
who continually asks himself not only “What is wrong with this patient and how 
can I help him?”’, but also “Could his disease have been prevented?” 

Although this approach to medicine, we feel, is fundamental to the develop- 
ment of a physician oriented towards fortifying health and preventing disease, 
it is clear that it cannot be instilled in students exclusively by teachers in any one 
field. The experience of learning is an integrated process—even more so in the 
development of attitudes than in the acquisition of knowledge. How can proof be 
offered and claims made that preventive medicine, or any other discipline, is 
responsible for the inculcation of specific attitudes? We make no such claim, but 
believe rather that our teaching can contribute to realization of the previously 
quoted objectives of medical education, in helping the student develop sound 
attitudes: “of viewing individuals in their entirety as complex human beings in 
a complex and changing environment,” and “of seeking ways to promote and 
maintain patients’ health, understanding that it is more effective to prevent 
disease than to cure it.” 


ll. Knowledge and Skills of Preventive Medicine 
The second general question posed to our conference was: 


What knowledge, skills, methods and techniques should all physicians be competent 
to apply in order to be effective in the field of preventive medicine? 


As we deal in this section with the major elements of instruction in preventive 
medicine, it should be noted that the departmental responsibility for teaching 
these matters may vary from one medical school to another, but that acquisition 
of such knowledge and skills by students is fundamental to their becoming phy- 
sicians equipped to practice medicine in all its components, including prevention. 
It is also fundamental for the conduct of research in preventive medicine. 
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Epidemiology 

As the term is used here, epidemiology is the study of all factors and their 
interrelationships which affect the occurrence and course of health and disease in 
a population. These factors include the characteristics of the host population; 
the causative agencies—predisposing, precipitating and perpetuating; and the 
biological, physical and social environment. The objective is to discover the causes 
of the disease process and to determine the points in its natural history where 
interruptions may be accomplished in man’s favor. 

Epidemiology, of course, is much more than the “study of epidemics.” It has 
been repeatedly demonstrated that the principles of epidemiology, although ap- 
plied originally to years of study of communicable disease, also may be applied 
to the study of a great variety of other disorders, conditions and situations. A 
few examples of discoveries about noncommunicable conditions made through 
the use of epidemiological methods are the role of iodine in the prevention of 
goiter, of fluorides in the prevention of dental caries and of vitamins in the pre- 
vention of specific nutritional diseases. 

The word epidemiology has overlapping usages. In one sense it is the body of 
knowledge amassed to describe the incidence and prevalence of a disease in time, 
place and group. This is descriptive epidemiology. In another sense, epidemiology 
is a method, an orderly scientific approach to the collection and analysis of data 
that have to do with disease causation and behavior. Such multiple usage can be 
compared with the meanings of the word pathology, denoting both the descrip- 
tion of morbid changes, and the science of the study of these changes. 

Students need to understand both the epidemiological approach and the kind 
of knowledge required to determine the epidemiology of a particular disorder. 
The first comprises the basic principles of epidemiology. The second encompasses 
the methods used to ferret out the multiple causes of disease. To prevent or 
modify a disease, information such as the following is required: 

Disease agent factors: biologic, nutrient, physical, chemical, mechanical or 
psychologic conditions which contribute to disease occurrence. 

The characteristics of man in this connection: his personality, habits, and 
customs; inherent characteristics of age, race, sex, etc.; and defense 
mechanisms. 

The character of the environment: its social, economic, biologic and physical 


aspects. 

Epidemiology in all of its ramifications obviously relates widely to many areas 
of medical school teaching, both in the basic sciences and in clinical fields. Ways 
in which this and other aspects of preventive medicine can be taught will be con- 
sidered in succeeding chapters. 

Biostatistics 

Biostatistics is a special skill that has been highly developed and extensively 

used in preventive medicine. It is a fundamental technique in epidemiological 
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study as it provides methods for analyzing facts about variations in the health 
status of individuals and groups in time and space, and for measuring the intensity 
of association among the factors contributing to such variations. Through the 
study of biostatistics, moreover, medical students gain a critical attitude toward 
all scientific data, procedures and observations. They learn the concept of correct 
design of experiment and methods of collecting and analyzing data, and they 
learn to use a tool designed to focus attention on biologic variability. 

There is an apparent trend to separate the two phases of biostatics into vital 
statistics and biometry. Vital statistics is concerned with population size, com- 
ponents and changes, trends in morbidity, mortality and natality rates relating to 
the health and welfare of the community. Its teaching enables students to under- 
stand the value of accurate information about these matters and, incidentally, 
demonstrates to them why it is important that practicing physicians report such 
information promptly and correctly to the health department. 

Biometry, fundamental to the scientific method itself, has to do with observa- 
tion and judgment of all evidence. It introduces the student to a body of knowl- 
edge concerning the concept of variability, range of normal values, appraisal of 
scientific data, design of experiments, methods of presenting data. 

The statistical method is taught most often in departments of preventive 
medicine, because of the long-established close relationship of vital statistics and 
community health. As statistical techniques are being more widely used through- 
out many medical school departments, however, these techniques are being taught 
with increasing frequency in a number of departments besides that of preventive 
medicine. 

Study of Health 


During his first two years of medical school, in the classroom and laboratory, 
the student is taught systematically the precise anatomical, physiological and 
biochemical knowledge painstakingly accumulated over the last four centuries 
to describe and measure the “normals” of bodily structure and function. Less 
frequently is he asked to study systematically the “normals” of living people as 
distinguished from those of the cell. Yet such understanding is basic to activities 
for promoting health. 

The specific factual knowledge which a physician can use to encourage health 
is limited compared with knowledge about preventing illness or curing it, although 
it is rapidly increasing. 

Reliable yardsticks for measuring physical and emotional growth and de- 
velopment are fairly well developed for the early years of life and the school 
years. Although there are no standards believed to be as reliable for the adolescent 
years, there is available information for particular groups in the adult population. 

The armed services, for example, have brought together a great deal of informa- 
tion for their own purposes. There, for very practical reasons, research techniques 
are evolving in order to define the norm, to determine who may be fit to undergo 
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the extreme stresses necessary in military life. Efforts that have been directed 
towards proper selection of men physiologically and psychologically equipped for 
aviation and submarine warfare have yielded valuable information. Occupational 
medicine also has learned a good deal about precise measurements of fitness. 

It is important that students learn what is now known regarding what is “nor- 
mal,” but it is also important that they realize that there are wide areas in which 
knowledge is conspicuously lacking. The scientific approach to health promotion 
and maintenance is possible only with a more exact understanding of what con- 
stitutes health, and with a better understanding of the nature of the adaptive 
devices which enable man to maintain health. 


Knowledge of Environmental Aspects of Medicine 


Environment was broadly defined as the aggregate of all external conditions 
and influences affecting the life and development of an organism, human behavior 
and society. Together with those factors arising in man himself, they initiate 
all disease. 

Thus, it is imperative that medicine look to the environment in order to realize 
the full measure of health maintenance and protection. First, if preventive medi- 
cine is to be effective, its practitioners must consider how to reach the individual 
to protect his health before sickness strikes. Second, its practitioners are com- 
pelled to bring their influence to bear upon disease-producing situations as well 
as upon the sick person. 

As Dr. David Barr said in a paper given at the meeting of the Association of 
American Medical Colleges immediately following our conference, “One of the 
prime essentials of preventive medicine is continuity of care. Access to the phy- 
sician should be unobstructed and not dependent upon the accident of illness.” 
Yet traditionally the physician’s job starts when the patient comes to him, when 
health is broken down and when illness has intervened, saying, “Make me well” 

To change this pattern requires efforts by many different groups. That it can 
be done to a great extent through the leadership of physicians has been shown in 
relation to the care of children. Parents are trained to seek preventive medicine 
in this field. In order to do their share as physicians, students must learn the kinds 


of habits, attitudes and economic factors which influence an individual’s decision 


to seek medical care, and the kind of arrangements conducive to providing pre- 
ventive care. 

Knowledge of pertinent environmental factors is obviously just as essential in 
prescribing treatment of disease as it is for its prevention or diagnosis, since from 
the world in which the individual lives come certain influences which may ag- 
gravate and perpetuate a disorder, and others which may be purposefully used to 
alleviate or correct it. 

Preventive medicine thus must give students basic information and, more im- 
portantly, excite their curiosity about the kinds of things which may af- 
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fect people’s health. Students should learn to consider both the effects of 
conditions in the physical environment such as housing or working surroundings, 
and conditions in the social environment such as the effect of family relation- 
ships, ethnic, religious and educational influences. The nature and effects of 
arrangements for providing and paying for medical care and trends in medical 
practice should also be understood. 

By the same token, preventive medicine requires that students know the com- 
munity and its resources as they relate directly and indirectly to health. This 
includes understanding of the role of governmental and nongovernmental health 
agencies, social and welfare agencies and legal resources. Through study of such 
resources and experiences with using them, it tries to give the student an ap- 
preciation of his future role as a physician in relation to comprehensive health 
services. It also gives him basic skills in working with other professional people 
who provide services related to health, helping him prepare for his pivotal role 
on the health team. 


Specific Preventive Measures 


Almost all the clinical departments of the medical school teach specific ways to 
practice preventive medicine. Obstetrics, for example, alive to the necessity of 
continually watching over the health of the mother during pregnancy to prevent 
conditions which might lead to difficult or abnormal deliveries, stresses in its teach- 
ing such matters as control of weight and diet, and methods for early detection 
of toxemia. 

Although the teaching of specific preventive measures is by no means limited 
to a department of preventive medicine, should emphasis on these measures be 
inadequate in particular areas of clinical teaching in a certain school, a depart- 
ment of preventive medicine has a real opportunity to stimulate increased activity 
in these areas. Certainly it must, through its own teaching and by close working 
relationships with the clinical departments, alert students to look for ways to 
apply the principles and practices of preventive medicine in the widest variety 
of situations for individual patients. 

Students should acquire some basic knowledge of the kinds of measures that 
are employed to protect the health of the community, such as occupational 
medicine, the functions of health departments and of health agencies. Although 
the administrative and technical skills of public health, as such, are material for 
graduate rather than undergraduate study, just as the student learns the scope 
of the other specialities of medicine, he should learn, too, what the specialty of 
public health embraces, what resources exist, and how these may be useful in the 
practice of medicine. 

In general, students should come to appreciate that ... “Our best clinicians 
in these days are our most active practitioners of preventive medicine in their 
day-to-day clinical work.... Our best local public health departments today 
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are as much concerned with planning comprehensive medical care for the citizens 
of their community as with carrying out their traditional six-point public health 
program of prevention.’” 

Comprehensive Care 


One cannot “teach” comprehensive health care any more than one can “teach” 
medical ethics. All a student’s experiences in a medical school contribute different 
facets to it. Yet a comprehensive understanding of health services and the phy- 
sician’s role in relation to them requires educational programs designed to help 
the student acquaint himself with the functioning of many types of health services, 

As a carefully planned part of instruction, therefore, we believe that students 
should have some experience in programs which provide continuous care of the 
patient in all the various circumstances of sickness and health and which offer 
opportunities to demonstrate a more comprehensive view of health services than 
is usually possible within the walls of a hospital. Although leadership in planning 
and developing such programs has come from various departments in different 
medical schools, preventive medicine has usually been among those in the forefront 
and has a particular contribution to make because of its knowledge of the re- 
sources of the community which might be used for teaching purposes. 


lll. Research in Preventive Medicine 

Vigorous research activity stimulates*both teaching and learning—in the 
teacher it encourages a fundamental inquisitiveness which spreads from the re- 
search laboratory to his teaching, planting the seeds of this inquisitiveness in the 
student. 

Preventive medicine is so broad that, depending on the particular interests and 
abilities of individual members of departments, research may be conducted in a 
wide variety of fields and involve a wide variety of disciplines. This is reflected 
in the range of current research programs, which include epidemiological studies, 
therapeutic trials of drugs, research programs in parasitology, mycology, toxi- 
cology, industrial medicine, statistics, administrative research and many other 
types of studies.* 

Preventive medicine can make a particular contribution to the total research 
program of a medical school through the disciplines of epidemiology and bio- 
statistics, which are usually not extensively represented in other departments. At 
the present time the department of preventive medicine is most likely to exercise 
leadership in introducing and encouraging the use of these disciplines. 

Epidemiological studies, which explore the distribution and course of health and 
disease in whole population units, comprising sick and well people, may yield sig- 
nificant information which can be applied in planning for the maintenance of 
health and the prevention and treatment of disease. Such studies also may pro- 


* See Appendix C, 


20 Journal of MEDICAL EDUCATION 


B 


TE 


a) 


| 

__ 


vide important correlations leading to experiments designed to determine etiology, 
natural history and procedures for prevention and treatment. 

The investigations of Goldberger and Sydenstricker on pellagra classically 
illustrate the scope of the epidemiological approach to a noninfectious disease. 
They defined precisely the disease entity to be studied; they surveyed the total 
population of the selected community before the season of occurrence of the 
disease, and periodically resurveyed the total population in order to establish 
the incidence of pellagra; they examined in detail the kinds of food purchased 
by the population as well as the sanitary conditions of the communities. Thus, 
use of the epidemiological approach in a well-conceived study with appropriate 
biostatistical methods made it possible to postulate a definite hypothesis to be 
tested in the laboratory.’ 

A more recent illustration of epidemiological research that may be cited here is 
the recent work of Rammelkamp and his colleagues‘: on glomerulonephritis. 
Consideration of the inconsistencies of the epidemiological behavior of acute 
hemorrhagic nephritis and rheumatic fever in a variety of population groups led 
to a re-examination of their relation to group A streptococcal infections. The 
probable explanation seems to lie in the observation that only certain strains or 
types of group A streptococci are capable of inducing the nonsuppurative com- 
plication of acute hemorrhagic nephritis, whereas infection with many types of 
group A streptococci may be followed by rheumatic fever. These studies, sup- 
ported by clinical and laboratory data, appear to indicate that the acute and 
chronic nephritides may in fact be distinct diseases and require different 
approaches for their prevention and control. 

The essentiality of biostatistics in epidemiological studies is illustrated in the 
studies just described. It is equally essential in studies which seek to test the effects 
of therapy or other medical and health procedures on individuals and groups. 
In such studies, illustrated by the well known investigations in England and in 
this country of the effects of streptomycin on tuberculosis, penicillin on syphilis, 
and fluoridation on dental caries, it is through the application of statistical prin- 
ciples that experiments with appropriate controls have been designed. 


Collaborative Studies with Other Departments and Agencies 


Effective research programs may be conducted cooperatively by departments of 
preventive medicine with other medical school and university departments, and 
with outside voluntary and official health agencies. The initial impetus for col- 
laborative studies has originated in various departments. For example, carefully 
controlled studies of sick people conducted by a department of medicine have 
raised questions which could be answered only through a collaborative project 
where both well and sick persons are studied by epidemiological and statistical 
methods. On the other hand, epidemiological studies have raised questions which 
could be answered only with the help of clinical or preclinical departments. 
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Fields of Research 


Our Committee on Research discussed in some detail the fields of research es- 
pecially appropriate to preventive medicine, and felt that all of the areas sug- 
gested for study, a few examples of which will be illustrated below, could be 
grouped in the following four categories: 

1. Determination of health needs—for example the study of techniques 
leading ultimately to the availability of adequate morbidity data, which 
today are lacking. 

2. Examination of the factors associated with or responsible for health 
needs—such as studies in the natural history of disease. 

3. Application of knowledge and determination of the effects of this applica- 
tion on the community and the individual. 

4. Communication, or study of methods of transmitting scientific knowledge 
about health and disease to health personnel and to the public, and in- 
spiring appropriate individual and community action. 


Epidemiological Studies of the Natural History of Chronic Disease—Studies of 
this kind relate to examination of the factors associated with or responsible for 
some of our most critical health needs today. 

Many chronic diseases involve not only the hereditary and chemical charac- 
teristics of the individual, but also his modes of life. Studies of the predisease 
factors in the environment therefore may yield useful results. For example: 
“Tn cancer it is a challenging fact that this condition occurs much more frequently 
in certain groups of the population than in others. Cancer of the stomach affects 
men much more commonly than it does women; it strikes unskilled workers twice 
as commonly as persons in professional or managerial positions. Cancer of the 
lung occurs four times as frequently among men as among women; it occurs at a 
very high rate among persons exposed to certain chromate ore operations or radio- 
active ores. Cancer of the cervix in women affects low-income groups to a much 
greater extent than upper-income groups. 

“All these facts, and many more, suggest that cancer is associated with a variety 
of social conditions. Avenues which could be systematically explored by epidemi- 
ological methods are: occupational and other factors in the physical environment; 
lifelong habits such as diet, smoking, hygienic practices; other illnesses and acci- 
dents far removed in time, etc. .. . These and similar factors should be studied to 
determine their relationship to cancer of various organs. 

“Identification of these factors cannot be made in a test tube or under the 
microscope; they must first be studied in whole population units, sick and well, 
and all the gradients in between, where observations of the people exposed to 
certain conditions can be carried on over a long period of time. The knowledge 
gathered in this way then serves as the basis of further research to be pursued in 
the physiological, biochemical and pathological laboratory, thus bringing us 
closer to the final conquest of cancer.’’* 
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The same kinds of research, focusing on different aspects of man in relation to 
his environment, can be directed towards scientifically isolating factors, or com- 
binations of factors, which relate to many other problems, such as disorders of 
the heart and mental health. 

Research of this kind, of course, requires the collaboration of specialists in 
many different fields of science and social science, working with a wide assortment 
of tools, studying the defined problem from many angles and over long periods 
of time. 

Our research committee drew up a detailed outline of the nature and possibili- 
ties of control of a disease of multiple causation, using rheumatic fever as an illus- 
tration (Appendix D). This shows the possible research approaches to the etiology 
of the disease; identification of cumulative events leading to recognizable disease; 
course of the disease after recognition, and study of effects of preventive and 
therapeutic measures. It shows clearly both the range of problems to be studied 
in one such disease and the variety of special disciplines and work areas required 
to attack them. 

Health as a Field for Research—As was noted previously, there is great need for 
more knowledge of the processes of human growth, development and adaptability 
at all stages of man’s natural history, in physical, mental, emotional and social 
aspects, to establish base lines, and to define “health” more accurately. 

One of our members stated: “All life may be compared to a hurdle race, if you 
like—consisting of periods of stresses and periods of relatively easy going. In 
the first three or four months of life there is considerable stress for a new mother 
and her child. And that happens again about the age of a year, and again when the 
child goes to school, and again during adolescence, during premarital years, during 
pregnancy, and during menopause, and then during old age. 

“We do have an increasing body of knowledge in this area which does allow pre- 
diction of some of the problems that are coming in here, something in the way of 
anticipation, and something in the way of guidance when these problems come up 
—but extension of our knowledge in this area is a most extraordinarily important 
field of research.” 

To give one example: “Age and the diseases which often appear in aging people 
are not the same thing or a single complex. Age must be studied as an independent 
variable if the roles of time and continued risk and exposure are to be understood 
in either a purely scientific or a purely practical sense. Research programs are 
needed, directed to studies of the fundamental processes of aging itself. Questions 
that pose themselves range from the dynamics of cell structure to the problems of 
adaptability under different psycho-social circumstances.’ 

Again, as in the example above, collaborative research effort is needed, the 
biologist, the sociologist and the epidemiologist and many other specialists at- 
tacking particular aspects of the problem in a concerted manner. 
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Administrative Research in Medical Care—There are many questions regarding 
the application of knowledge and the effects of this application on the community 
and the individual which require answers. For example, if arrangements for 
securing medical care are considered valuable in proportion to the degree that 
they encourage easy access to preventive services, including early diagnosis and 
prompt treatment of high quality, what methods of financing best achieve thes 
ends? Although there is a good deal of controversy about this subject, surprisingly 
little exact information is available on which to base conclusions. Many studies 
could be made to elucidate this question: for example, the extent to which utiliz- 
tion of physicians’ services by a group of people paying on a fee-for-service basis 
differs from utilization by a comparable group who are protected by insurance, 
and if there is a measurable effect on types of service according to whether doctors 
are reimbursed by individual fees or through per capita or salary arrangements. 

Likewise, there is need for developing reliable means of evaluating the qualita- 
tive as well as the quantitative effects of community health programs, such as 
in medical care for recipients of public assistance, school health services, occupa- 
tional health services, rehabilitation programs and similar activities. 
Laboratory Resources for Preventive Medicine 

As has been indicated above, research as well as teaching in preventive medi- 
cine often requires the cooperative efforts of many departments within the medical 
school and university. Its relation to the basic sciences is obvious; cooperation 
from the clinical departments is essential because a clear knowledge of nosology 
and diagnosis of disease is basic to the epidemiological approach. 

Similarly, research in preventive medicine may employ any or all of the kinds 
of laboratories used in allied disciplines. As has been illustrated, however, the 
laboratory of the community itself is necessary for certain kinds of studies in pre- 
ventive medicine, just as it is necessary for certain kinds of teaching in this field. 

The community laboratory makes possible the study of a whole population and 
of selected groups within it; e.g., family, industry, university health service. Here 
studies can be made in human growth and development; epidemiological inves- 
tigations concerning the way disease is acquired; clinical and laboratory work on 
vaccines and antisera, and drugs for prevention and treatment; engineering 
studies for general methods of prevention or control; studies of administrative 
methods; health education; economic analysis of the costs of preventive or thera- 
peutic measures, and statistical evaluation of the incidence and prevalence of 
disease. 

Consulting Service to Other Departments and Agencies 

A major contribution of preventive medicine to the research programs of other 
departments of the medical school, the university and other agencies, is con- 
sultation service by representatives trained in the particular disciplines of our 
field, biostatistics and epidemiology. Particularly in the case of biostatistics, de 
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partments of preventive medicine can aid other departments in the design and 
slenning of laboratory and clinical experiments, with particular reference to the 
glection and size of random samples necessary to attain significant results; they 
can contribute technical assistance and methods for analysis of data, and inter- 
pretation of the significance of experimental results. Biostatistical consultation to 
the hospital record department, for example, may serve to further programs of 
dinical investigation of all departments and has served as the basis for installa- 
tion of special long-range follow-up registries which contribute to longitudinal 
study of disease. The extension of biostatistical methods to clinical studies is a 
desirable current development, and this trend would be strengthened by the 
active participation of a biostatistician at the level of primary collection of medical 
data in the hospital record department. This would help to assure precise diag- 
nostic terminology suitable for research purposes. 

The department also can provide technical training in biostatistics and epidemi- 
ology for members of other departments, and following their period of training can 
give them continued technical assistance. 

It can also make available to other departments information from studies in 
progress and from the literature of preventive medicine. These services awaken an 
interest among members of other departments in the epidemiological and bio- 
statistical implications of their research, making for better working relationships 
and for more significant studies. 


IV. Summary 

The special characteristics of the field of preventive medicine were summarized 
by one member of the conference as follows: “Preventive medicine is interested 
in well and sick populations and is not geared just to a disease or to the sick; it 
needs a community laboratory; it is concerned with the person in relation to 
the group of which he is a member, the mass approach as well as the individual 
case approach; it must use methods and disciplines broader than medicine itself, 
the social sciences; biostatistics is an essential tool.’”” Thus preventive medicine, 
by whatever departments it is taught, deals with health, and with disease at all 
stages of its natural history, with professional services, and with the relationships 
implied as these concern society—the whole community, population groups whose 
health is at an exceptional risk, the family, and the individual person. 

The broad goals of teaching in preventive medicine throughout the medical 
school are to equip the student with the kinds of knowledge required to avert 
disease, as well as to treat it, and to develop in the student hoth the philosophy 
and the habits which will lead him to search out opportunities to bar the course 
of disease at continually earlier points in its natural history. 

To achieve these goals, the student must learn to understand the reactions and 
adaptations of man to his physical, biological and social environment. Health, as 
well as disease, must be a frame of reference in his teaching. The health and 
disease phenomena of groups, including epidemiology and the quantitative meth- 
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ods applicable to medical science, should be an important part of his instruction, 
He should learn to appreciate the pertinence of these phenomena both to research 
and to the care of individual patients. 

Besides the specific knowledge and skills needed to fortify health and to prevent 
disease, the student should acquire a working familiarity with the varied pro- 
fessional and community services used in the provision of comprehensive health 
care to the individual and family. Finally, he should become aware of the op- 
portunities of physicians for leadership in community health, being encouraged 
to live by the principle that his profession requires acceptance of responsibility 
to the patient and to the community of which he is a part. 
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Chapter Ill 
The Student 


< ls CONTRIBUTIONS that preventive medicine should make to the education of 
medical students have been briefly described. What kinds of teaching are 
effective for making these contributions? This chapter begins to prepare the 
ground for some answers to this question by looking at medical education in 
terms of the student’s response: it broadly outlines various kinds of teaching 
situations which seem either to discourage or to help the student in his preparation 
for the practice of medicine in general and the practice of preventive medicine 
in particular. This general discussion prefaces the more detailed exposition and 
description of various specific ways to integrate preventive medicine into the 
curriculum which will be found in succeeding chapters. 

Since many of the problems of teaching preventive medicine are the same or 
similar to those involved in teaching any subject, much of our discussion neces- 
sarily relates to broad aspects of medical education itself. In tackling questions 
which have plagued and will continue to plague medical educators for genera- 
tions, we tried simply to put into focus the thinking of one group of faculty mem- 
bers, realizing that there are, and can be, no definitive answers to the questions 
that present themselves. 


College Preparation 


Ideally, a student’s educational experience during the entire period from college 
entrance through internship should be examined as a continuous whole. Although 
such an undertaking was obviously beyond the scope of our conference, the 
collegiate phase of the medical student’s education was briefly discussed. 

College students preparing for a future of work with people must have a knowl- 
edge of people, both as biological and social organisms. Thus, as is becoming in- 
creasingly recognized, along with courses in science and mathematics, education 
in the humanities and in the social and behavioral sciences is extremely valuable. 

Although no attempt was made to specify the particule: subjects that should 
be prerequisite to medical education, it is clear that college courses in the physical 
sciences should give the student not only factual information but should emphasize 
the methods of approach to problems in science; courses in mathematics should 
lead toward his understanding of quantitative methodology ; courses in psychology 
should lay the groundwork for his appreciation of human behavior in the indi- 
vidual, and its variability ; courses in the humanities should sharpen his apprecia- 
tion of man as a creative, reasoning and emotional being; courses in history, 
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sociology and economics should give him an understanding of man’s relation to 
society and the institutions society has evolved. Of perhaps greater importance, 
the student’s college experience should help him develop qualities of intellectual 
independence and initiative in self-education, qualities which the medical school 
should encourage in every possible way. 


Special Situation of the Medical Student 


Most students are attracted to medicine by a desire to work for and with 
people. They believe that their medical training will give them the ability to do 
so. Some students, of course, have other motivations, such as interest in research 
or teaching, or even position in the community and economic security. Neverthe- 
less, it is probably true that a large proportion of entering students come imbued 
with a spirit of innate humanism. How to nurture this spirit, which is essential 
to physicians who will emphasize prevention in their practice of medicine, isa 
central problem facing medical schools. 

Many factors in the student’s environment work against this orientation at the 
present time, so that not infrequently by the fourth year a student, rebuffed and 
confused, has lowered his sights. Without laboring the point, we suggest a few of 
the problems the student faces during his medical school career, particularly as 
they affect his receptivity to the attitudes of preventive medicine. 

Even more than most graduate students, the medical student faces a prolonged 
period of economic dependency. Usually he-continues to receive financial support 
from his parents at an age when his college friends are already self-supporting, 
married and with families of their own. Often, though his work is extremely de- 
manding, he must get an outside job in order to stay in school. 

Some consider that a student’s way of life in medical school is extremely iso- 
lated, creating other problems. Putting this in sharp relief, one member stated: 
“The medical student retires from society to an institution, becomes stratified in 
his interests and limited in his contacts. Even the opportunity to associate with 
students of other classes is almost nonexistent. His instructors are physicians or 
specialists allied to the field of medicine and the focus of interest is narrow. Though 
the medical school is part of a university, frequently it is divorced from university 
life even when physically situated on the same campus.” 

Although these circumstances in his way of living demand considerable adapt- 
ability if the student is to keep his perspective, the study of medicine itself brings 
impacts which call for even more adaptability. Many of these, of course, vary 
with the individual student’s past experience and make-up; others are shared by 
most students. 

Almost universally the student is affected by the experience of dissection or 
attendance at the autopsy table. Another shock hits him when he begins to realize 
the mass of material to be learned, particularly in the basic science fields. Often he 
becomes bewildered and frustrated. Again, at some time during his clinical years, 
the discovery and appreciation of what responsibility for a patient’s care really 
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means often comes as a frightening realization to an imaginative student. A 
student who is emotionally unable to accept such responsibility is likely to cling 
to the constricted though respectable position that his job as a physician will be 
just to diagnose and treat disease, not necessarily to care for the individual patient 
in any larger sense. 

Although psychiatrists in quite a number of schools are beginning, through 
formal programs, to help the student understand and deal with the various emo- 
tional stresses he undergoes during his training, more generally the student is 
still more or less left to sink or swim, achieving maturity—or adjusting to im- 
maturity—as best he may. 


|. Difficulties in the Teaching Environment 
The way in which the subject matter of medicine is presented plays a dominant 
part in determining a student’s attitudes, as well as his ability to learn. 


Attention to Details Rather than Principles 


Several members of the conference deplored the amount of teaching time de- 
manded by circumscribed departments for imparting to students masses of de- 
tailed information relating to their particular fields. There was some feeling that 
a good deal of such study of detail] might be more appropriate to postmedical 
school training. As one dean put it, “There is at present a frittering away of a lot 
of time teaching a medical student how to be a specialist in some area 
or other... .” 

Teaching along narrowly departmentalized lines often makes it difficult for the 
student to synthesize the tremendous volume of information he receives—to 
make knowledge out of facts. For example, it is quite possible for a student to 
learn many separate demonstrable scientific truths arrived at originally from the 
use of biometric methods, and to study these methods themselves, yet for him not 
to achieve real understanding of their basic importance to scientific endeavor or 
ability to apply these methods in the collection and analysis of new data. 

This opinion has been expressed as follows: “Most of the present laboratory 
programs at best develop only one or two aspects of scientific method; namely, 
observation and technique. Often they consist merely of cookbook attempts of 
the students to reproduce the results given in the book. The student may be led 
into the rather anti-scientific attitude of disregarding his own observations if 
they do not agree with the authority’s.”” 

Examinations, too, frequently test only the amount of information that a 
student is able to retain in a particular field rather than his growth in ability to 
acquire knowledge and to organize and use it. 


Compartmented Approach 


If teaching in the basic sciences is sometimes narrowly oriented, so too, some- 
times, is clinical teaching. Some clinicians, though possessing extensive knowl- 
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edge, are often limited in their view of the patient’s problems. As teachers they are 
apt to “build walls around what they know.”’ One member illustrated this by a 
typical story of ward rounds. “A patient with heart failure is seen. There is talk 
about particular murmurs and their significance, the degree of failure the patient 
has, the relative merits of salt and fluid restriction, rest, diuretics, morphine, and 
it’s left at that point. Nothing is said about the patient’s family, who is taking 
care of her children at home, or what kind of work she is going to be able to do—or 
if she can’t work, who is going to take care of her... . She is considered just a 
heart, or a salt restriction... .” 

A fourth-year student was quoted as saying, “We came here social minded, we 
leave lesion minded.” 

The idea of the “whole patient”” must seem odd to the medical student at the 
beginning of his training: it would not occur to him to think of a patient in any 
other way. Later, after the fractionation of the body and the specialization of 
medical knowledge has had its effect over a period of years, the student finds this 
concept odd for a totally different reason. By then it is difficult for him to recap- 
ture the wholeness of a patient. 

Conflicts in the student’s mind often arise when opposing opinions are given 
by his teachers in the form of final authoritative judgments. One member recalled: 
“How often did I hear an instructor lay down the law, and warn us that his state- 
ment would subsequently be contradicted. Later indeed another instructor did 
deny it, or give an equally definite varying judgment. At first our reaction was, 
‘Why can’t you people get together?’ Not for some time did we realize that per- 
haps neither knew the answer, because the answer had not yet been found.” 
Clearly, in medicine as in any other field, the teacher who sometimes says “I 
don’t know,” and indicates avenues for exploration, provides a greater stimulus 
than the self-styled authority. 


Inadequate Contacts with Patients 


If it is true that most students are attracted to medicine out of an interest in 
people, the fact that they often see no patients during the first two years of their 
training cannot but be frustrating. Early emphasis on the cadaver, the post- 
mortem room and the laboratory may give the student a frame of reference to the 
lifeless rather than to the living which he later carries into the outpatient depart- 
ment and to the bedside, where he may relate problems to the morphological 
rather than to the functional. 

Furthermore, when the student finally does come in contact with patients, it 
is often to observe not sick people, but “disease as presented in the living host.” 
The patient has been selected to demonstrate a particular disease at a particular 
stage of its development. The student gets not only little appreciation of the slow 
beginnings or the long-term effects of a specific illness, but also little appreciation 
of the patient in relation to his total life. As another member remarked: “In very 
broad terms, we have almost deprived our students of a perspective of time, be- 
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cause in order to run our teaching we have taken acute cases in hospitals up to the 
point of unequivocal diagnosis and then washed our hands of them.” 

Similarly, of course, the patients a student sees are limited to those that choose 
to come to the hospital with a presenting complaint, usually a pressing one. He 
has few opportunities to observe the first levels of prevention being practiced, and 
often has few opportunities to gain insight into the complicated problems involved 
in rehabilitation. 

If he himself lives and worksininstitutionalized surroundings, the patients hesees 
only in these same surroundings are apt to become in his mind an integral part of 
the scenery. It is difficult for him to visualize them in relation to their own real 
world and to be perceptive of the effects of this world on their health. 


ll. Removing Barriers to Learning 


What can be done to overcome some of these factors in the student’s environ- 
ment that present obstacles to learning preventive medicine? Although recognizing 
their importance, the conference did not discuss the kinds of administrative 
measures that might help the student have a more secure and less confined life, 
nor how psychiatric guidance can help him handle his personal emotional reactions 
to medicine. However, we did touch briefly on the general philosophy of medical 
education and discussed in some detail educational situations which seem to pro- 
vide good opportunities for the student to learn what we seek to teach. Ad- 
mittedly, high caliber students and stimulating instructors will result in a good 
product, however the teaching is conducted. But good teaching programs are im- 
portant to create a situation in which each student can strive to the extent of his 
ability, and in which he wants to strive. Such programs elevate the level of all the 
students, not just the top 10 per cent. 

Considering the problem of medical education most broadly, it was felt that too 
often we talk in terms of instruction, rather than in terms of learning. Teaching 
was once defined as “what the professor does to the student” and learning as 
“what the student does to himself.” Since it is obvious that total coverage of the 
field of medicine during the four-year period of undergraduate education is im- 
possible today, it is important that the medical student learn basic scientific 
principles and methods of attacking problems. He has to develop independence in 
planning, in thinking and in evaluation of facts. He must then accept major 
responsibility for his own education. This is how the candidate for the Ph.D. 
degree works in a graduate school. In general this is not now true in medical 
schools, though we think it should be. The guiding principle then becomes an 
attempt to create conditions for the student favorable to scholarship in which 
individuality can flourish. 

It is also important that each student keep before him the over-all design of his 
medical education—why he is learning what he is learning. If he understands 
early and at each point along the way what are his long-range as well as his short- 
Tange objectives, he will have an incentive to acquire the knowledge necessary 
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for a professional education rather than just the incentive to pass examinations, 
For this to be possible, of course, the curriculum must be carefully coordinated 
and teaching goals kept clearly in mind by each member of the faculty. 

Appreciation and use of the scientific method is a major long-range objective 
to which a student can constantly try to relate his studies and experience, and 
to measure his growth throughout his four years of medical school. The student 
needs to grow to a thorough understanding of the principles of reasoned and 
critical judgment, and to acquire such established habits of applying these prin- 
ciples to the examination of evidence that he will continually approach the facts he 
encounters, be they biological, sociological or emotional, as links of knowledge to 
be fitted together in an objective manner susceptible of review. If he develops real 
respect for the scientific method, when dealing in fields where the use of these 
methods is relatively new, such as in some of the social sciences or psychiatry, he 
will neither discount the importance of the fields nor discount the importance of 
the method, but be challenged to extend the application of the method into new 
areas. To make this clear to studentsis particularly important in our case, since 
preventive medicine must work increasingly closely with many new disciplines. 

Likewise, the medical student needs a continually growing appreciation of the 
physician’s role in the wide spectrum of health needs and services as another basic 
frame of reference for his medical education. 

Many teaching methods and situations are appropriate for learning preventive 
medicine: lectures, seminars, laboratory exercises, participation in clinics, ward 
rounds, and in activities of community health agencies. Teaching programs in 
our field, some of which will be illustrated in Chapters IV and V, vary considerably 
in detail. Many of them are still on trial. For these reasons, their broad purposes 
and values to students are described here in general terms. 


Practice in Biometric Techniques 

To help the student gain real familiarity with the principles and application of 
the scientific method, exercises involving active use of biometric methods were 
considered to be very important. These exercises may take a variety of forms, 
and may be conducted at different points in the student’s education. Where a 
program can be developed which allows the student to design his own finite experi- 
ment and follow it through to its conclusion, he probably derives the maximum 
benefit, but he should find out how to apply biometric techniques to a variety of 
both basic science and clinical problems. 


Programs Demonstrating Coordinated Care of Patients 

An increasing number of medical schools are experimenting in the development 
of programs designed to give students an experience in the coordinated health care 
of patients or families. Several schools, for example, have established general 
clinics within the regular hospital outpatient department which, though differing 
considerably in detail, have been organized to let the student see patients in 
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unified way rather than by fragmentation among specialties and in detached 
single episodes. Students see the same patient or patients over a continuous 
period of several weeks or months in the clinic, and may follow these patients into 
the hospital wards and back to their homes. 

Teaching programs which take the student into the community help him learn 
to seek factors in the environment which are important as they affect health, 
and help to demonstrate the meaning of preventive care. By home visits to a child 
who has had polio, for example, the student may find that a shiftless father, or 
overanxious and critical grandparents are presenting this child with special prob- 
lems which, unless mitigated, may result in his psychological crippling as well as 
obstructing maximum recovery from his physical crippling. Such factors in the 
child’s health might never be apparent during a clinic visit. 

Through contact with the community the medical student may also gain an 
understanding of public policy, community needs and the role of the various 
agencies and disciplines required for an effective level of health service. Such 
experiences also give him opportunities to learn the skills of a teamwork approach. 

There are various kinds of extramural activities, including home care, family 
follow-up, family health advisor and preceptorship programs. Students may also 
observe and take part in the work of community agencies.* Such programs are, 
we think, extremely useful in the training of physicians; at the same time we be- 
lieve that it is essential that extramural experiences like these add perspective to 
basic knowledge of health and disease and neither represent a separate body of 
information nor emerge as an overwhelming service obligation. 

We talked of the community as a teaching laboratory as we talked of it as a 
laboratory for research. The use of this term is intended to suggest that the 
scientific discipline and spirit of objectivity that characterize preclinical and 
clinical teaching should be extended by the university to the study of community 
phenomena in their natural setting. For the medical student the community be- 
comes a teaching laboratory in the best sense of the word if the phenomena chosen 
for his study involve his personal exercise of observation, hypothesis, testing, 
validation and judgment. 

The teaching principles which so far have proved satisfactory in extramural 
programs were listed as follows: 

1. The student should have an active role, assuming a responsibility com- 
mensurate to his capabilities. 

2. He should have the opportunity to participate as a member of a team. 

3. Wherever possible, teaching should center around a problem. 

* In 1951, out of 64 schools answering a questionnaire on extramural teaching practices, 29 reported 
the regular required practice of students visiting the homes of patients and their families, with 9 others 
preparing to follow suit. In still other schools, students may elect this activity. Only 19 schools re- 
ported that there was no visiting to the homes of patients. (Minutes of Proceedings of the Sixty-Second 
Annual Meeting of the Association of American Medical Colleges, October 1951. “Report of the Com- 


mittee on Environmental Medicine,” D. W. Clark, chairman, J. Med. Educ., Vol. 27, No. 3, Part Il, 
May 1952.) 
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4. The experience must involve the student for an adequate period of time, 
and must provide continuity of observation and contact with patients. 

5. Each patient’s needs should be viewed as a single problem: where several 
teaching departments are concerned with his welfare, their efforts must be 
closely integrated; where several social agencies are concerned, the student 
must likewise appreciate the need for coordination. 

6. Extramural experience should be introduced as early as possible in the 
curriculum. 

7. The student must be adequately prepared for the teaching situation. 
However, his curiosity should not be satiated by too much detail in prepara- 
tion. He should have scope to discover certain facts for himself. 

8. Review and discussion of the student’s experience is essential. It must 
be related to the individual student, both to guide in interpretation of his 
findings, to relieve his anxieties, and to help him measure up to his responsi- 
bilities. 

Although these principles were formulated to apply to teaching in extramural 
programs, many of them, of course, apply equally to other aspects of the teaching 
of preventive medicine. Some of these principles, however, raise important ques- 
tions. For example, contact with patients has long been recognized as essential 
for instruction during the last two years of medical school. Here, however, it is 
suggested that students deal with patients during the years traditionally reserved 
for classroom and laboratory instruction ih the basic sciences. When this early 
contact with patients is made, how should a student participate? Passive ob- 
servation may be an unrewarding experience. If he has no responsibility for ren- 
dering medical care, as he obviously cannot, what role can be devised for him that 
patients will accept and where he will have actual responsibility of another sort? 

Again, where student participation is called for, adequate preparation is clearly 
essential. But how much, and what kind of preparation for an extramural experi- 
ence constitutes “adequacy”? Similarly, how can supervision and guidance best 
be accomplished in such programs? 

One of the principles most frequently stressed was that the student have a long 
enough experience with a particular patient to broaden his understanding of 
people and to come to see all of the patient’s problems as they relate to his health. 
Although it was emphasized that in these programs the student does not need a 
large volume of case material, but rather needs a few cases carefully worked up and 
followed over a prolonged period of time, how can such a long-term experience be 
secured within the present crowded curriculum? 

The use of these newer teaching situations, of course, raises many such new 
problems. How they are met in a number of different medical schools at the present 
time will be seen later in this report. Without exception, they demand thoughtful 
and careful advance planning. Yet we consider that when a program for demon- 
strating aspects of comprehensive care is well designed, its benefits to students 
far outweigh the difficulties. Where good extramural teaching is part of his medical 
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school training, for example, we believe the student may derive the following 
advantages: 

1. He prepares for his later practice by taking part in the care 
and follow-up of all phases of a patient’s medical needs—whether in a hos- 
pital, at home or in a clinic. 

2. He comes to consider preventive measures as an integral part of medi- 
cal practice, because he learns to take part in the maintenance of health 
through advice and education of the family, specific immunization procedures 
and health examinations. 

3. He sees illness early, and how it strikes. 

4. He learns to appreciate how interpersonal relations bear on illness, 
and Jearns to deal with the everyday emotional problems of the patient. 

5. He sees the patient as a member of a family and neighborhood, not as an 
isolated specimen. 

6. He appreciates the significance of the environmental milieu in illness: 
housing, crowding, sanitation, income, habits and customs. 

7. He takes part in an active medical team including both physicians and 
other professional people. 

8. He learns the availability and use of community health and welfare 
agencies in the provision of medical care such as visiting nurse associations, 
school speech classes, family aid societies, vocational rehabilitation, etc. 

9. He observes the character and significance of the burden of disease 
in the community—the incidence of acute respiratory disease, mental and 
chronic illness, not simply the acute illnesses seen in hospitals. 


Through all these experiences he comes to appreciate the practice of medicine 
as a social responsibility. 


An Appreciation of Medical History 

A view of medicine in its historical setting also helps the student to gain a 
fuller awareness of the role of the physician in society. We do not mean that the 
student should study the history of medicine in an antiquarian and biographical 
sense, but that he should understand the evolution of his profession both in terms 
of the reciprocal relations of medical science to the other sciences, and of the 
background of socio-economic forces which have placed the health professions 
in the position they now occupy. By understanding how present concepts have 
evolved, the student will be more apt to envisage his relation as a physician to 
the society in which he lives. Furthermore, appreciation of the evolution of medi- 
cine in the past prepares the student to expect change in the future. 

A considerable number of schools now offer courses in general medical history. 
These can be adjusted to the present purpose if they include social and profes- 
sional as well as technical content. The historical perspective is an important 
part of the presentation of most subjects in the medical curriculum; it should be 
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introduced at some point in the teachings of the department of preventive medi. 
cine, either in general introductory discussions or at the beginning of certain 
courses. 


Cooperative Instruction 


An increasing number of medical schools are encouraging arrangements whereby 
instructors representing different departments cooperate in teaching subjects 
which ramify into their special fields. 

Since the principles and practices of preventive medicine apply so widely to 
many areas of medicine, our teaching lends itself particularly well to such ar. 
rangements. As preventive medicine relies on knowledge both of the normal 
human being and of the etiology of disease, it relates closely to study in the basic 
sciences; as it relies on application of preventive measures throughout the five 
levels of prevention—namely, health promotion, specific protection against disease, 
early diagnosis and treatment, disability limitation and rehabilitation—it relates 
to clinical observation and experience; as it relies on understanding and use of 
community resources, it calls for contributions from medical social service de- 
partments, and from disciplines and professions outside the medical school itself. 

As will be seen, in many schools one or more departments formally collaborate 
in teaching various aspects of preventive medicine. Teaching may include coopera- 
tion of several departments in general orientation courses, and conjoint courses 
in subjects such as infectious disease, industrial health, prenatal care or child 
health; it may take the form of lectures, clinics or conferences. 

Cooperative instruction demands real effort in curriculum planning, and re- 
quires detailed and conscientious preparation on the part of the teachers involved. 
To students, however, it offers rewarding benefits, helping them to acquire a 
deeper and better rounded picture of the problems of health and disease. 


Team Learning with Students in Related Professions 


One approach that may be used to counteract the isolated nature of medical 
education is an experience where the teaching of medical students is combined 
with that of students in related professions, such as in medical social work, clini- 
cal psychology or graduate nursing training. 

This can be accomplished as the student works with patients on the wards, in 
the outpatient department or in a home medical service. Responsibility for giving 
comprehensive care to these patients may be placed on a team consisting of the 
medical student and one or more students of these other professions. 

In sharing mutual interests focused on the patient and his environment, and 
in meeting problems which require the cooperative efforts of each member of the 
team, all the students profit. The medical student may learn much more through 
this working association than from lectures or seminars by instructors from these 
allied professions, since such formal instruction may run the-risk of losing sight 
of practical needs by focusing on theoretical or systematic considerations. 
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Examinations 

Because at the present time grades are too often the goal toward which the 
student is working rather than realization of long-term objectives, some members 
of our conference urge minimizing the element of competition through examination 
and encouraging, rather, the student’s realization of achievement for its own sake. 

Since the present system of medical licensure is based primarily on examina- 
tions, however, they must be retained. “But,” as was noted, “examinations can 
be given as voluntary exercises that are exciting and stimulating to the student. 
They can be made a matter of record, not for the purpose of promotion, but as an 
indication to both the student and the faculty as to the progress that both are 
making—the Saturday afternoon football game after the week’s hard practice. 
The methods used should be mature ones, understood by both students and 
faculty. They should consider growth in knowledge, ability and skills, capacity to 
think like a doctor and to face and solve problems. Final examinations for pur- 
poses of promotion might well be given from outside sources.” 

This point of view reflects a different conception of faculty-student relation- 
ships from that often found today. At present, too often the teacher is regarded 
as the natural antagonist of the student; he has the power of the executioner if 
the student fails the examination. More desirable would be a relationship of col- 
leagues in which both are seeking together to acquire knowledge and to solve 
mutually interesting problems. In short, the student thrives best when he is 
treated as a mature person; he is already involved in an important professional 
career. 


lll. Need for Evaluation Techniques 


If the usual type of examination often fails to reveal much more than the 
student’s grasp of particular facts in a particular subject, “there is a vital need 
on the part of the schools for instruments that will enable them to chart and 
guide an individual’s progress in each important area of growth throughout his 
school career—not his growth in intellectual competence alone, but in all the 
skills, competences, attitudes, and understandings that go to make up an effective 
adult in our society.’ 

Many different groups are trying to devise such instruments on a scientific 
basis. Evaluation techniques, however, can be applied only when there is a clear 
definition of the particular thing to be measured: formulated objectives are pre- 
requisite. Much still needs to be done in medical education to define objectives 
more precisely. 

The impact of evaluation techniques themselves on students and teachers must 
be taken into account. How does the very process of testing and of answering ques- 
tionnaires affect student and faculty attitudes towards the subject which is being 
measured? 

Difficulties of evaluating teaching methods are generally recognized. Since 
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changes in medical education are suggested which represent a readjustment of 
current emphasis, however, our conference believed that the possibilities of meas- 
uring the effectiveness of these new approaches should be fully explored. Certain 
medical schools in the process of planning new programs have included efforts to 
develop techniques of appraisal along with the development of the programs them- 
selves. Experiments along these lines are greatly needed. The conference regarded 
evaluation, generally, as a highly important area of research. 
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Chapter IV 


Teaching the Foundations of Preventive Medicine 


HIS CHAPTER and the next ceal with some of the possible ways by which 

various aspects of preventive medicine may be taught throughout the four 
years of undergraduate education. In this chapter instruction in the basic ground- 
work of the field is presented; the next considers teaching designed to show how the 
principles and practice of preventive medicine are applied in the care of individuals 
and families. 

Since the enterprise of teaching preventive medicine is one which is shared by 
all departments of the medical faculty, discussion is not limited to presentation 
of material by a department of preventive medicine alone. We consider that op- 
portunities should be afforded early in the curriculum to bring preventive medicine 
into focus in relation to the teachings of all other departments: in anatomy, 
physiology and biochemistry, for example; and later more directly in relation to 
all branches of clinical medicine. 


I. Study of Health 


An interest in health should be enhanced and augmented during the first year 
of medical training by instruction and experiences related to an understanding of 
health per se, and to its conservation and improvement. Disease may then be 
presented as a process which threatens the fullest potentialities of the individual. 
Much of the teaching in basic sciences can be presented from this point of view. 
Correlations with Basic Sciences 

Instruction in the basic sciences provides many opportunities to develop an 
understanding of the natural history of man in the study of normal development, 
structure and function of the human organism. The teacher of anatomy, for ex- 
ample, may emphasize to his students in the dissecting room that the structures 
they are examining retain their form and position because injury and disease have 
not affected them, and raise questions about the hazards these structures face in 
the living individual. He may point out how the structure of each organ makes 
possible its functioning, and how the various parts are inter-related in the entire 
person when alive. Sometimes an imaginative instructor will carry this idea much 
further and include living individuals in his anatomical demonstrations, or even 
remind his class of the fact that the cadavers being studied were once persons 
living in society, with the problems and the potentialities of all human beings. 
The same principles obviously are applicable in the teaching of histology. The 
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study of embryology offers opportunities to consider the role of genetic factors 
and antenatal environment in determining the constitution and potentialities for 
health of the individual. 

The teaching of physiology illustrates preventive principles at many points. An 
understanding of normal bodily functioning underlies the efforts of the physician 
to maintain this functioning in as normal a state as possible. In the study of the 
respiratory-circulatory functions, for example, the extraordinarily delicate 
balance of numerous complex factors that is required to supply oxygen and other 
substances to the tissues provides an excellent basis for demonstrating factors 
that may upset that balance and, in turn, the ways in which measures may be 
taken to prevent such an upset. Similarly, an understanding of the physiology of 
the nervous system implies an appreciation of its integrative action and, there- 
fore, how this action can be interfered with by various agents, and what can be 
done to prevent interference. 

Pharmacology and biochemistry also involve an understanding of the concept 
of homeostatic processes in health, as they can be determined chemically or 
metabolically. These subjects are obviously basic to the teaching of such things 
as nutrition and toxicology. All of these matters, of course, closely relate to the 
understanding of human ecology which is basic to preventive medicine.* 


Early Correlations with Clinical Subjects 


A teaching program at the UNiversiry oF Cotorapo illustrates a type 
of presentation where the basic sciences are integrated with clinical subjects in 
a 64-hour course for first-year students, “Medicine as Human Biology.”} The 
growth and development of an individual as both a social and biological unity is 
studied. Representatives from the fields of anatomy, human growth, medicine, 
pediatrics, physical medicine, psychiatry, preventive medicine and social science 
participate in teaching. Alfred H. Washburn describes this program as follows: 


“With a strong feeling that an understanding of the growth, the maturation, and 
the adaptations of the human organism should be the continuous theme which 
integrates the basic sciences and the clinical subjects alike, we started a series of 
exercises for the freshman class. These exercises run through the first half of the 
first year, starting on the opening day of school. They consist of lectures, demon- 
strations, seminars and informal discussion groups. The purpose, which is to intro- 
duce the students to the concept of medicine as human biology, involves a considera- 
tion of how the medical and related sciences contribute to our understanding of 
the growth, development and adaptation of any given person who will, one day, 


* The next conference sponsored by the Association of American Medical Colleges, to be held in 
October 1953, will be concerned with seeking the most effective ways whereby this triad of physiology, 
biochemistry and pharmacology can contribute to the education of a physician. 

+ Throughout the remainder of this report, teaching content and method are frequently illustrated 
by descriptions of specific programs at various schools. In general, the programs described were chosen 
because they were discussed at the conference. Many of them represent experiments in teaching. Others 
illustrate the more established type of program for teaching preventive medicine. 
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be the student’s patient. Physical growth, personality development and the course 
of physiological and biochemical functions from the fetus to old age are discussed 
with special emphasis, of course, on the period from birth to maturity. Examples 
of distortions due to disease are demonstrated and discussed by several faculty 
members representing different departments. 

“This is admittedly an educational experiment. The four years during which it 
has been in progress represent too short a time for any but very tentative conclu- 
sions. However, I think there is already evidence that the junior and senior students 
have a somewhat different attitude than formerly. They seem definitely more 
aware of the need to understand their patients as people with many factors and 
problems which affect the significance of the symptoms they present. Their ques- 
tions show at least improvement in their understanding of the interplay between 
psychological and social factors which are involved, as well as in the part played 
by previous life experiences. If our own knowledge were more adequate we could 
be of greater service to them. 

“T believe the better students are receiving good stimulus to go on studying and 
learning from their own experiences. And I’m sure these exercises have given many 
of the students better insight into their own selves as the instrument they must use 
in observing and interpreting the patient’s deviations. And, finally, I believe that 
the 15 participating members of the faculty, coming from eight different depart- 
ments of the school, have also learned and been stimulated to further learning.’ 


Observation of Normal Persons 


As indicated earlier, we believe that it is valuable for the student to have 
frequent contacts with normal individuals during the early years of the curricu- 
lum, to keep alive his interest in human beings as such and to minimize the ten- 
dency to split the human organism into disparate entities which may arise from 
the bare study of basic science. Also, learning about the processes of growth and 
adaptation can be usefully buttressed by observation of these processes in living 
human beings. 

Well-baby clinics offer one useful way to show normal growth and development. 
Physiologic adaptations and changes of adolescence and later life likewise may 
be demonstrated through clinical observation. Programs offering long-term ob- 
servation are particularly valuable: 


In the curriculum initiated in 1952 at WesTERN RESERVE, there is such a pro- 
gram for first-year students. The student is assigned to a particular obstetrical 
case to follow in the home, outpatient department and wards, through the prenatal 
care and the delivery. He then continues to follow the case, observing the growing 
baby in the home and clinic. The duration of the follow-up observation has not yet 
been determined, but will probably be not less than two years. 

This program, of course, offers many benefits besides the opportunity of observing 
the normal processes of growth. By such relatively long observation the student 
sees preventive medicine practiced, both for the mother and the baby, gets to know 
the family and its problems well over a continuous period of time, and thus sees 
its needs as a whole, though different teaching departments are involved; observes 
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how different doctors may deal with the same patient; and sees the functioning of 
the medical team, here represented by at least two special fields of medicine, as 
well as the social worker and the nurse. 


For four years, the UNIVERSITY OF PENNSYLVANIA has had a program designed 


to give the student frequent contact with normal individuals in their homes, 
First-year students may elect to take part in a family health advisor service oper- 
ated under the joint auspices of preventive medicine and psychiatry: 


Here the student is provided contact with a carefully selected family which he 
follows throughout his four years of training as its health advisor, at home and 
through its hospital experiences. The objective is to stimulate the student to study 
all those factors in the family which make for health or disease: the kind of house 
they live in, the food they eat, their ways of living and, more importantly, their 
reactions to their life and to each other. He learns to think in terms of the family 
unit, and what may be done to help keep its several members healthy. 

One of the values this program offers to students is the realization that it is not 
an easy matter to get this requisite information. Only as he has time, through re- 
peated visits, to gain the confidence of all members of the family and to seek beyond 
the obvious presenting factors is it possible for him to try to deal with all the ele- 
ments involved in promoting the health of the family unit. 

Members of the departments of medicine, preventive medicine, psychiatry, 
pediatrics, surgery and social service participate in the program. For teaching, the 
class is divided into groups of eight students. Each group is supervised by a faculty 
team of three: two clinicians, one of whom is a psychiatrist, and a social worker. 

In his first year, the student is obviously not prepared to cope with the problems 
of illness. However, he does learn some of the problems he must later deal with as a 
physician. During the latter years of his training period, he not only observes but 
has a natural and gradual increase in responsibility as he endeavors to help the 
family meet its medical care needs. He actively participates in a program of health 
maintenance for the family and is concerned with: health supervision for the infants 
and pre-school children; follow-up of school health programs; the nutritional status 
of the family; the emotional tensions of intrafamilial relationships; the detection 
and management of chronic disease and the problems of the aged and senile.* 


Another example of observational and participating experience of ostensibly 


well people, though limited to fourth-year students, is at JEFFERSON MEDICAL 
COLLEGE: 


42 


Here the department of preventive medicine operates a health maintenance clinic, 
supported by the college in a health center jointly sponsored by voluntary health 
agencies and the health department of Philadelphia. When medical problems arise, 
other clinics are available for coordinated care of the patient. Students act as clinical 
clerks, performing health examinations and making a detailed study and inquiry 
into individual behavior and environment. 

“Here we can observe apparently healthy people. They come for assistance to 
keep well—this is our laboratory of clinical preventive medicine. The main point 
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is that teaching in this area can best be done outside of an atmosphere in which 
sickness predominates.” 
Special Correlations with Pediatrics and Psychiatry 

For study of factors contributing to health, most of the programs described 
above correlate teaching from various departments, especially, as might be ex- 
pected, from pediatrics and psychiatry. 

The teaching of psychiatry in the early years of the curriculum is particularly 
concerned with normal growth and development and with the realization that 
homeostasis and stress are basic factors in psychology. It is sometimes taught in 
terms of defense mechanisms, how these are broken down and pathologic mani- 
festations occur. As was stated in the report of the 1951 Conference on Psychiatric 
Education, ‘““The physician in his professional responsibility to families and their 
children must have some useful understanding of the basic processes of personality 
growth and maturation if he is to provide guidance and assistance in overcoming 
individual maladjustment. . . 

Likewise, since child health supervision depends to a large degree upon knowl- 
edge of normal function and growth, the pediatrician has a particular interest 
in the natural history of man from birth through adolescence. His concern is that 
each child live up to his genetic potentialities. Since attention to the health of 
the well child has become such a large part of the day’s work of the pediatrician 
and figures so prominently in the practice of general medicine (see Chapter I, 
p. 5), medical school departments of pediatrics are giving students more and 
more direct opportunities to become familiar with normal developmental proc- 
esses, through examination of well babies, participation in well-child conferences, 
and through talking to parents both at clinics and in their homes about the many 
emotional and psychological problems involved in the rearing of healthy children. 

Thus, the teaching of human development from many points of view seems to 
lend itself to integrated teaching by different departments of the medical school. 
It is also an area where many nonmedical disciplines can contribute to 
the student’s learning. 

The child development clinic at the Untversiry oF WASHINGTON demonstrates 
such an integrated team approach by several specialties and disciplines to better 
understand child development. It is jointly sponsored by the local and state health 
departments, the department of pediatrics and the department of public health 
and preventive medicine. On the staff (full- and part-time) are pediatricians, 
psychiatrists, psychologists, social workers, nutritionists, dentists, dental hy- 
gienists, public health nurses and various technicians. A cultural anthropologist 
participates at times. The clinic is used extensively by the various specialties 
mentioned above for teaching. 


ll. The Natural History of Disease 
As students begin to consider the processes of disease and later as they learn 
measures of prevention, diagnosis and treatment, they should learn to regard 
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disease in relation to its natural history, and in relation to all the kinds of factors 
within man himself and within his environment that affect this natural history. 

If a student sees a child with rheumatic fever, for example, he should visualize 
this child not only as one individual with a coliection of certain symptoms, but 
as one of several hundred thousand children with the same condition. He should 
realize that this condition, if its natural history is not interrupted by continuous 
preventive measures, will cripple or kill a predictable number of these children 
after a predictable number of years. He should know that rheumatic fever seems 
to be associated with a particular grouping of related factors of geography, hemo- 
lytic streptococci, and susceptible individuals (or families). Further, in considering 
possible measures to prevent recurrences in this child, he should learn to recognize 
all the factors in the home situation and in the attitudes of the family which may 
need to be modified to insure that prevention can be carried out, and to know how 
to secure additional help in seeing that these things are done. 

Epidemiology and biostatistics are the keys to open up this approach to disease 
by students, elucidating the natural history of any disease in terms of agent, 
host and environment, and demonstrating the extent of this disease in a popula- 
tion, and its effect on the morbidity and mortality of the group. 

Students should discover that “. . . the fields of clinical medicine and epidemi- 
ology are mutually dependent. The epidemiologist depends on good clinical diag- 
nosis, and the clinician must of necessity use epidemiologic knowledge in his daily 
attention to patients and their families in the struggle against disease, defect, 
disability and death. Epidemiology furnishes strategic analysis; clinical medicine 
and public health furnish the tactical aspects or the specific details of how the 
action is to be performed. .. . Whatever is discovered from study of aggregations 
of individuals can be applied to the individuals making up the aggregation. The 
two approaches advance together and collaborate in formulating principles of 
preventive medicine that can be applied on an individual or community basis.”* 
Biostatistics 

We believe that it is important that all medical students receive statistical 
instruction. It is not enough that they simply be made aware of the contribution 
of biostatistics, to learn to call for consultation when necessary. It was noted 
that in 1952, 67 out of a total of 82 schools who responded to a questionnaire on 
the subject reported that they taught biostatistics to some extent. 

We reviewed a recently released report of a committee of the American Public 
Health Association dealing with training in medical and public health statistics, 
and were in general agreement with it.* This committee held that statistics may 
best be taught during the second year; that no less than 25 hours be provided 
for the instruction; that teaching be connected with practical application; and 
that it be conducted by professional statisticians well oriented in medical 
problems. 

Biostatistics can be taught to students in a provocative and stimulating 
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manner. Presentations emphasizing the intelligent use of this discipline in medi- 
cine, rather than statistical techniques and equations, are most effective. Bio- 
statistical principles can be illustiated by the use of data collected by the students 
themselves as, for example, those obtained from laboratory exercises in the count- 
ing of blood cells, or from the determination of the toxicity of a drug. Frequent 
return to the biostatistical aspects can be accomplished throughout the four years 
of undergraduate experience. One of the important objectives in teaching bio- 
statistics should be to emphasize to students the contribution they can make as 
practitioners towards the accumulaticn of biological data. 

Biometry—Through biometry, students should gain a basic understanding of 
scientific methodology and exercise in its application. Instruction in this field 
might well begin in college. A possible objection to this is that such instruction 
might be purely mathematical and not related to the biologic phenomena with 
which medical students will be dealing. In any event, biometry should be intro- 
duced early in the medical curriculum so that it can be used both in epidemiology 
and in preclinical courses of biochemistry, physiology, pharmacology, and so that 
the student can have increasing confidence in the uses of this valuable tool in the 
later years of medical school, and subsequently. 

The department of preventive medicine usually teaches biometry; but since a 
number of other departments are vitally concerned with biometric methods, 
primary responsibility might lie with any department. Wherever teaching is cen- 
tered, it would seem essential that there be exercises in conjunction with lectures; 
if students apply statistical methods to the evaluation of data it clearly quickens 
understanding of the value of these techniques and develops abilities to use them. 

One possibility is to use these methods in critical examination of recent medical 
literature, giving students opportunities to appraise the data, show where the 
controls were good or deficient, and to go through the steps of analyzing the 
material. This also helps students become practicing physicians who will evaluate 
for themselves, and thus effectively keep up with advances in medicine. 

It is generally agreed that active participation of the student in a research 
exercise facilitates learning. At PrrrsBuRGH, for example, students in preventive 
medicine learn the methods used in setting up a particular long-term population 
study, being conducted as a research project at this school. Then they 
visit people’s homes to gather some of the pertinent data needed for this study. In 
this way the student not only learns the importance of correct design of an epi- 
demiological study, but also sees at first hand the kind of variables that must be 
taken into account. He derives corollary benefits from such an exercise since 
his attention is directed to factors of health and disease in a random population 
sample which includes people who are healthy as well as those who are sick—and 
sick with various disorders in presumably the same proportion as the community 
at large. 

In citing this example of a research exercise, it should be emphasized that 
participation in any research project designed to show a medical student how he 
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can apply the principles of scientific methodology to a particular problem has 
value in whatever field the exercise is carried on. The development of the scientific 
approach to problems is the primary goal: 

For example, a student research program at Uran, conducted through the 
department of pharmacology, was noted with particular interest. 


When this program was initiated, the department concentrated its formal labora- 
tory course into one quarter, instead of having it spread out over the department’s 
time in two quarters, as formerly. Thus the laboratory period for the second 
quarter became entirely free for the student research program. 

Students divide into groups of four or five. They have a list of about 20 projects 
from which they can select. After choosing a project, the students design a finite 
experiment with the assistance of their instructors, one of whom is a biostatistician, 
and work at it during the hours allotted to pharmacology. In preparing their reports 
they are permitted to have art work performed, and to have lantern slides and 
motion pictures made if necessary. A series of scientific meetings is conducted at 
the end of the projects, in which all students take part in the presentation of their 
work. Meetings are often attended by preclinical faculty members from other de- 
partments. The best research projects are worked up and presented at the Federated 
Societies, often by the students themselves. 

This program, in progress for eight years, is thought to have been extremely 
valuable from many points of view, and students are generally enthusiastic. It does 
depend, however, on a large pharmacology staff, a favorable teacher-student ratio 
and sufficient funds for research. A comment of interest was that “the students 
feel that their inquisitiveness about patients is tremendously increased over what 
it would have been.” 


Considerations in Planning Student Research Programs—In developing research 
programs in departments of preventive medicine that can be used for teaching, a 
number of points must be considered. 

First, the research problems must be of a nature to demand true exercise in the 
scientific method by the student, not mere scutwork participation. Second, all 
students who wish to take part in the research program should be able to do so. 
This requires a flexibly designed program and adequate curriculum time. 

In planning such programs, the benefits of integration with the research pro- 
grams of other medical school departments should be recognized as a means to 
demonstrate the relationship of the disciplines of preventive medicine to other 
disciplines. Likewise, the benefits to students of taking part in programs where 
the community is used as a laboratory must be considered. Finally, there is need 
for experimental testing of the accomplishment of the program, to determine 
its value to students. 

Vital Statistics—Since this subject concerns population characteristics and 
the importance of mortality and morbidity reporting in relation to the health and 
welfare of the community, the logical time to present it would seem to be con- 
current with instruction in the characteristics of the community and the activities 
of public health departments. It should be taught at the time of or following the 
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student’s instruction in recognition of disease, in order that he may appreciate 
the relationship between individual and aggregate disease. 

Teaching can be done by a series of basic lectures, demonstrations and labora- 
tory periods during which the student himself handles pertinent data and stand- 
ard report forms. 

While vital statistics is customarily taught by the department of preventive 
medicine, other clinical departments are naturally concerned as diseases are 
studied and births and deaths reported. 

Students, who as physicians should be accurate reporters of disease, must 
understand the problems of the classification of disease and the problems pre- 
sented by joint causes of death. The accumulation of factual information on the 
incidence, distribution and trends of disease in a population is, of course, the 
basic tool for diagnosing disease in this population. Students should appreciate 
that for the community, as for the individual, preventive and therapeutic pro- 
cedures must be based on accurate diagnosis, and that physicians, as reporters, 
are essential to establishing such diagnosis. 

They should also appreciate the many limitations of present reporting—that 
although historically the control of certain communicable diseases was predicated 
on the accumulation of evidence of incidence, sensitive indexes are lacking to 
measure the kinds of diseases that demand attack today such as mental illness, 
arthritis, cancer and heart disease. By understanding the importance of morbidity 
reporting, they will be prepared to cooperate, when and if methods can be devised 
for measuring these diseases more accurately in the population. . 

Epidemiology 

The wide variety of disease agents contributing to the occurrence of disease 
and the multiplicity of reactions to these agents require that instruction in epi- 
demiology should be given early in the medical curriculum, concurrent with or 
immediately following the presentation of disease agents and of pathology, in 
order that the proper correlations in instruction may be made. Its teaching is 
generally carried on by the department of preventive medicine. 

As was stated in Chapter II, for teaching purposes epidemiology may be con- 
sidered from two standpoints: its basic principles, historical development and its 
collective and constructive characteristics; and the body of knowledge amassed to 
describe the natural history of a particular disorder. 

The principles of epidemiology may be taught by reading, lecture and seminar. 
Here the student should acquire a picture of the factors that influence the oc- 
currence and distribution of disease, defect, disability and death in aggregations 
of people; the methods for measuring disease in populations, and the methods for 
tracking it down to its origins, with the view to applying preventive measures for 
the whole population or for individuals. 

The variety of factors that may be pertinent in understanding the natural his- 
tory of disease should be stressed. Where there is a teaching experience that takes 
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students into patients’ homes, the student’s direct observations of environmental 
factors can be correlated. The student should learn that environmental factors 
are not limited simply to such matters as climate, sewage disposal or occupational 
hazards, for example, but in varying degrees may relate to social structures—the 
traditions, fads or customs of groups of people, or to psychological stresses arising 
from changes in this structure. As an example of the latter, there are undoubtedly 
effects on the mental health of the aging that are influenced by changes in the 
concept of family responsibility. Instruction by sociologists may be usefully corre- 
lated with this teaching, and the methods used by social scientists in attempting 
to describe a given culture and to measure changes within it may be illustrated. 

In connection with basic teaching in epidemiology or in discussions of the 
epidemiology ot particular diseases, the fields of research in preventive medicine 
can be described. The fact that epidemiology and biostatistics are indispensable 
for determining reliably the efficacy of therapeutic and prophylactic measures 
may be demonstrated. 

An exercise that may be rewarding is the preparation of a term paper on the 
epidemiology of a particular disease. Besides introducing the student to the stimu- 
lating concept of disease as an ecological phenomenon in the community, as 
distinguished from a disease process in an individual patient, the student gets 
practice in the use of the medical library and in correlating factual information 
from many sources. 

Study of the kinds of knowledge amassed to describe the natural history of a par- 
ticular disease can be demonstrated by detailed consideration of specific diseases 
or conditions, communicable and noncommunicable. Teaching the use of epidemio- 
logical methods in the prevention of disease should be stressed at the time par- 
ticular diseases are studied in various departments. 

One teaching method is to present disease from the point of view of its natural 
history, in terms of agerit, host and environment, and to illustrate preventive 
measures in these same terms according to the various levels of prevention. For 
example, in studying syphilis, first the extent, trends and natural history of the 
disease in the population is described. It would be shown that syphilis as 
it progresses may be symptomatic or asymptomatic; early or late; infectious 
(primary, secondary and infectious relapse) or noninfectious (late). There are 
certain percentages of “spontaneous cures” or life-long freedom from symptoms, 
while among others in the population the disease may result in death, defect or 
disability. 

Successively, the agent factors are explored—in this case the biologic require- 
ments of the treponeme. The receptivity of the host to the agent, and the host- 
agent interaction are studied—the course of syphilis in the individual. The effect 
of environmental factors is measured or described (in this particular disease 
they cannot be measured with precision), and their relative importance to the 
causation and control of the disease is studied. For example, it is noted here that 
the environmental factors involved in acquiring syphilis are very complex, having 
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their origins in variations of human behavior, in sexual promiscuity, in marital 
maladjustments, and in some of the inadequacies of our social and economic life; 
they are rooted in prudery, ignorance, and defeatism on the part of the public. 
Finally, the application of preventive measures at the various levels can be 
described, as has been shown by Leavell and Clark, in the following chart: 


APPLICATION IN SYPHILIS OF PREVENTIVE MEASURES BASED ON 
NATURAL HISTORY 
Host Environment 
Avoidance of disease- Sex education, prepara- General improvement of 
producing microorgan- _ tion for marriage, pre- i 
isms by health educa- §§ marital and prenatal 
tion in hygiene examinations as part 
of general checkup 


Specific Protection Prophylaxis, chemical, Prenatal serologic exam- 
mechanicalandchemo- _inations, avoidance of 


Lad of Prevention Agent 
Health Promotion 


therapeutic sexual promiscuity precaution in handling 
discharges of syphilitic 

infants 
Early Diagnosis and Adequate treatment to Case finding for early Educational media show- 


Treatment destroy T. pallidum syphilis, advice re 
infectiousness, immedi- § and urgency for early 
ateand adequatetreat- diagnosis; adequate 
ment, contact investi- diagnostic, treatment 
gation, examination of | and contact investiga- 
infants of syphilitic tion facilities 
mothers at birth and 
regularly for three 
months, routine ex- 
amination of cerebro- 
spinal fluid 
Disability Limita- Fever and other treat- Case finding for latent Educational media show- 
tion ment to destroy 7. syphilis and for early _ ing effects of non-treat- 
pallidum in brain of signs of late syphilis; ment; provision for low 
those with paresis adequate examination cost treatment facili- 
of heart and central ties for complicated 
nervous system; rou- _ syphilis 
tine examination of 
cerebrospinal _ fluid; 
adequate treatment 
Rehabilitation Preparation for blindness Improvement of working 


This type of presentation, by levels of prevention according to agent, host and 
environment, of course lends itself to description of any disease or condition. It 
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is suitable for presenting such diverse problems as accidents, goiter or mental 
illness, for example, although there are as yet many gaps in our knowledge. 

Teaching from Various Departments-—Whatever methods are used to describe 
the natural history of a disease, instruction from a number of different sources 
may be integrated to give the student a comprehensive understanding of the 
particular disease under consideration and to coordinate the teaching of pre- 
ventive and curative medicine. 

To use rheumatic fever again as an illustration, this disease may be presented 
jointly by representatives of several departments such as medicine, pediatrics, 
psychiatry, microbiology and preventive medicine. The epidemiological aspects 
of the disease may be presented by the departments of preventive medicine and 
microbiology; the clinical features of rheumatic fever by the pediatrician; the 
personal aspects by the psychiatrist; the natural history of streptococcal infections 
leading to rheumatic fever and rheumatic heart disease and the preventive aspects 
of the treatment of asymptomatic heart disease may be presented jointly by the 
internist and the representative of preventive medicine; the treatment of heart 
failure by the internist; the social factors by the social worker, and the nursing 
aspects by the public health nurse. 

The following outline of two three-hour sessions on cancer illustrates this 
method of teaching through the department of preventive medicine at HARVARD. 
In a course for third-year students, disease in the individual and its distribution 
in the community is taught through cooperative efforts of instructors representing 
various clinical and nonclinical fields, using clinical material where appropriate. 
Instruction is also provided by qualified personnel from sources outside the 
medical school itself. 


THE NATURAL HISTORY OF CANCER 


Topic Instruction from 
Session I 
1. Distribution of cancer in the population Epidemiologist from state health department and de- 
partment of preventive medicine 
2. Pathology of tumors Department of pathology 
3. Carcinogenesis Department of chemistry 
4. Occupational cancer Department of preventive medicine 
5. Precancerous lesions Department of surgery 
Session II 
1. Screening well populations Department of preventive medicine 
2. Principles of diagnosis Department of medicine 
3. Principles of treatment Departments of medicine, surgery and radiology 
4. Management of the patient with cancer Social service worker, and public health nurse from 
Harvard School of Public Health 


The natural history of other conditions, such as tuberculosis and certain 
occupational diseases, also may be demonstrated by similar cooperative in- 
struction. In teaching about tuberculosis, for example, instructors may be drawn 
from the departments of medicine, pediatrics, preventive medicine, radiology 


50 Journal of MEDICAL EDUCATION 


ntal 


d de- 


and surgery, and from a school of public health, a state health department and a 
county tuberculosis sanatorium. 

In some schools, the department of preventive medicine is responsible for teach- 
ing students to diagnose communicable diseases in connection with the study 
of the epidemiology of such diseases. Although this is a useful way to tie in 
epidemiological method to clinical medicine, we believe that such correlations 
should be far more generally applied to all types of disease. 

Clinical epidemiology stresses the relationship between the person and his 
family, particular neighborhood, occupational or other group; it alerts students 
to search out situations under which disease is developed in the family unit, 
the object being to bring influence on these situations themselves as well as upon 
the patient. This, of course, is the cornerstone of the family practice of medicine. 
As someone stated, “The search for causes... branches out into seeking areas 
where illness began, the analysis of the intimate details of origin, the search for 
others in the group who are ill or potentially so. This places the patient in a 
group to which he belongs, instead of regarding him as a lone sick individual 
suddenly appearing from nowhere.” 

How clinical epidemiology is presented at YALE, where preventive medicine 
is taught in proximity to the patient’s bedside, is described as follows: 


“In a weekly preventive medicine seminar for third-year students, discussion 
starts with a critical review of the accuracy of the diagnosis and presentation of 
what is known about the epidemiology of the disease in question. If possible, some 
pertinent data are shown, either on a lantern slide or in tabular form on a black- 
board, to indicate certain known circumstances in which the disease in question 
usually occurs, together with a discussion of multiple causes and a listing of the 
various factors thought to be of etiologic importance, or of importance as predis- 
posing elements. 

“The past history of the patient is then reviewed step by step in the light of the 
epidemiological data; the patient’s present condition is reported and the prognosis 
discussed. These are all reviewed before the attempt is made to predict how the 
situation which led up to the patient’s illness might have been altered, how the 
situation should be handled from the standpoint of prevention after the patient 
leaves the hospital, and how a similar situation with another potential patient 
could be handled.”* 


Correlations with Microbiology and Pathology 

In the demonstrations of natural history of disease illustrated above, it is seen 
how instructors from many departments, preclinical and clinical, may cooperate 
in the teaching programs of a department of preventive medicine. Many aspects 
of the natural history of disease are elucidated through the teaching of basic 
science departments. 


* See footnote reference p. 33. 


OCTOBER 1953, VOL. 28, NO. 10, Port 2 5 


Tibe 
Irces 

the 
pre- 
nted 
Tics, 
ects 
and 

the 
ions 
ect 
the 
eart 
this 

ARD. 
ition 

iting 
iate. 

rtain 
4 in- 
rawn 
ology 
ATION 


Historically, preventive medicine owes more to microbiology than to any other 
preclinical field. In some schools the basic principles of epidemiology are intro- 
duced in departments of microbiology. When this is done, care must be taken that 
epidemiology’s contribution to the study of noninfectious disorders not be lost 
sight of. 

The microbiologist has an unusual opportunity to touch on many areas of pre- 
ventive medicine when he presents his material from a broad biological view- 
point. The dynamics of the host-parasite relationship bring the student into 
contact with ecologic concepts and focus his attention on micro-organisms as 
living entities which, like man himself, have their own complex interactions 
with their environment. In some instances, such as equine encephalitis or trichi- 
nosis, infection of man is only an accidental incident in the natural life cycle 
of the virus or parasite. On the other hand, as in typhoid and group A strepto- 
coccal infections, man is apparently an essential reservoir of the etiologic agents. 
Thus intelligent health protection demands a knowledge of the parasite and its 
natural history as well as a knowledge of the disease it produces in man. This 
subject readily extends into immunization, chemoprophylaxis and other methods 
of specific protection. 

In the field of pathology much more is involved than the description of the 
morbid process. The clinical history and course of the disease must be related 
for the student to the pathologic findings. The management of the patient is 
re-evaluated with a view towards determining what might have been done 
towards minimizing illness and preventing death. In the clinical pathological 
conference the student may review the case in terms of some such questions 
as the following: Could life have been prolonged? Could circumstances of death 
have been avoided? Could preventive measures have been applied? What reasons 
were involved for not applying them? What should we do in the future to avoid 
these consequences in others? All these questions lend themselves to study in 
terms of the natural history of disease. 

At the UnrversiTy oF KANSAS, a new program of integrated teaching of the 
second-year medical students illustrates one way in which these and other cor- 
relations may be encouraged: 


In this program, much of the related material during the second year is given 
concurrently in an integrated program of teaching by the departments of micro- 
biology, pathology, pharmacology, physical diagnosis, and public health and pre- 
ventive medicine. For example, while learning about tuberculosis, as the student 
studies its cause in microbiology, he studies the pathological changes in pathology, 
and the clinical findings in physical diagnosis. Simultaneously, he is studying the 
antibiotics useful in tuberculosis treatment in pharmacology, and prevention and 
methods for control of the disease in preventive medicine. 

One morning each week a two-hour integrated seminar is held. Here, a disease 
or closely related group of diseases is selected as the topic, related to the instruction 
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during that week. Representatives from each of the departments, including clini- 
cians, are on hand. Whenever possible, patients are also present. 

Integration also is applied to examinations, both written and oral. The emphasis 
in these examinations has been changed from the course to correlated questions on 
the subject of the biology of human disease.* 


Ill. Study of Environment 
Community Health Resources 

As the student learns through study of epidemiology the complexity of the 
problems involved in any disease, he also learns that to attack these in any 
fundamental way requires partnership between the individual physician and 
organized community effort. He can visualize the varied kinds of resources 
needed for such an attack in terms of our same levels of prevention. 

For effective health promotion, for example, maternal health services and 
health supervision of the growing child are furthered by activities such as public 
health or school health programs, which educate patients to seek physicians’ 
care or bring it to them. 

As the physician helps the patients under his supervision in meeting many 
problems which may affect their health such as maladjustment, dependency or 
inadequate diet, he relies on other kinds of community services such as a mental 
hygiene clinic, a family aid society or a welfare department. 

Measures for specific protection obviously require public health services for 
environmental sanitation and communicable disease control, and industrial safety 
programs to eliminate or minimize occupational hazards. The physician protects 
his patients against disease through active and passive immunization procedures, 
and through education of the family for control of disease-producing situations 
in its immediate environment when this is necessary. 

For early recognition and prompt treatment of disease, a high index of suspicion 
on the part of the physician in every field of medicine and surgery of course is 
required, as well as good training and continuing education. For its part in helping 
make diagnosis possible, the community must provide x-ray and laboratory 
facilities in its hospitals and health departments. 

- Partnership also is needed to bring patients to seek early diagnosis and treat- 
ment. A record of wise and considerate care by the physician certainly helps 
influence patients to seek early diagnosis, and helps motivate them to follow 
treatment, but at the same time educational programs by voluntary or official 
agencies are necessary to impress on members of the general community the 
importance of attention to health. Though the physician may encourage patients _ 
to come for periodic health examinations, particularly at times of life when 

stresses are heaviest and when certain diseases are most apt to occur, and in 
connection with certain kinds of employment, many people in the earliest stages 
of diseases such as tuberculosis still must be found through organized case-finding 
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programs. Multiphasic screening programs and routine examinations in industrial 
health departments may also bring patients early to physicians for treatment. 

Finally, as the physician provides reports on natality, morbidity and mor- 
tality for recording and analysis by the official health agency, this analysis in 
turn gives him an up-to-date epidemiological scorecard, helping him to be on 
the lookout for prevalent diseases in the community. 

If the physician is to institute treatment of a known condition with requisite 
dispatch, he may need to enlist aid from any one of a number of community 
services to make this possible. The father of a family who is told he must lay off 
work for a long period of hospitalization, for example, may fail to do so if his family 
is left without means of support. Introducing the family to agencies equipped to 
solve such problems may often mean the difference as to whether needed treat- 
ment is given promptly or delayed to a point where the condition is far more 
difficult to control. 

Follow-up measures to determine whether a patient with a suspected or diag- 
nosed condition has sought physician’s care are another important way in which 
community health services function at this level. 

As the physician carries out therapeutic procedures aimed at disability limi- 
tation, he needs many kinds of facilities within the community: general and special 
hospitals, nursing homes, sanatoria, ambulance service, blood banks and so forth. 
For proper care of his patient at home he may need to call on community agencies 
providing visiting nurses or housekeeping aides. 

Again, in many of the family problems caused or aggravated by illness, he will 
want to work closely with various social agencies, helping relate the medical 
aspects of the problem to the total family problem in cooperation with the 
professional worker assigned to help. Such teamwork is particularly necessary in 
trying to Cevise the solution of difficulties that arise in a family where there is 
chronic illness. 

Probably more than at any other level, however, rehabilitation of the patient 
calls for close partnership between the physician and community agencies. In 
situations where a disability is likely to be permanent, the patient’s attitude 
in large measure determines his future success in making a life that is as happy 
and useful as possible. Much depends on the physician’s early emphasis to this 
patient and his family on the possibilities for making use of his remaining assets. 
Therefore, beyond seeing that the patient has access to the range of restorative 
procedures, it is the physician’s responsibility to put the patient in touch with 
other rehabilitation services as early as possible. 

The success of these services in achieving maximum rehabilitation, however, 
depends heavily on the cooperation of the physician; occupational therapy, 
vocational guidance, training and job placement all depend on a thoughtful and 
accurate medical evaluation of the patient’s capabilities. Finally, informed leader- 
ship by physicians can help to stimulate the provision of needed rehabilitation 
services by the community. 
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These levels of prevention can be used to illustrate the necessary partnership 
between the individual physician and organized community activity in terms of 
the prevention or control of any specific disease or disorder, according to the 
knowledge and resources presently available. (See chart p. 49) 

General Orientation—To become an effective partner in the shared enterprise of 
health, it is essential that the student understand the general nature and purposes 
of the community resources with which he will be working. As a physician, 
he will be spending a large part of his professional life working in hospitals and 
in cooperation with many other institutions and agencies, both voluntary and 
oficial. These relationships will be most profitable if he has some knowledge of 
the history, background, significance and methdds of operation and control of 
important community resources. 

As part of a student’s general orientation, a historical view of the develop- 
ment of community agencies is most valuable: how hospitals evolved from the 
pesthouses of the past to the essential health facility they are today; why volun- 
tary agencies are controlled by lay boards of trustees instead of the profes- 
sional workers who staff them; how health departments’ responsibilities have 
evolved from simple concern for control of particular aspects of the environ- 
ment to their present program, which embraces a wide range of activities for 
community health; the trends in shared and differing responsibilities of voluntary 
and governmental agencies; the increasing need for teamwork between different 
groups to achieve coordinated service and similar considerations. 

Instruction about community health resources is given by departments of 
preventive medicine at different points in the curriculum. In some programs 
such teaching begins as early as the first year and continues to a greater or 
lesser extent throughout the entire training period. These activities may be 
observed in connection with family health advisor and domiciliary care programs, 
where the student sees a variety of resources called into play to meet the needs 
of a particular family, and through direct observation of the agencies themselves. 
For example, in the family health advisor service at PENNSYLVANIA, described 
tarlier, after becoming familiar with the problems of his assigned family, the 
third-year student visits the particular agencies touching on the health needs 
of his family—a rehabilitation agency, child guidance center or whatever. 

Field visits may be made by small groups of students to the health depart- 
ment, to social agencies, etc. There is value in such visits, but best results are 
obtained when there is some formal orientation as to what health facilities are 
available, with conferences both before and after the trip to clarify the functions 
of these agencies. Slides and moving pictures are useful in preparation for field 
trips.* It is, of course, essential that the objectives of these agencies be under- 
stood and that students know in advance what particular things to look for. 


*The use of audiovisual aids in teaching various aspects of preventive medicine is discussed in 
Appendix E. 
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The agencies visited must understand and be sympathetic with the purposes of 
the trip. 

Experience in Community Agencies—To insure that the student will lean 
to use community facilities as a practicing physician in his own community, it 
was the consensus of our conference that more is accomplished through training 
experiences in connection with such agencies than through simple field visits. 
This usually involves participation by one or several students in the activities 
of selected social or public health agencies. The period of time devoted to such 
experiences must depend on the availability of facilities suitable for teaching, 
the time available, and the needs and interests of the student. Elective projects 
in local health departments or social agencies, so-called internships in preventive 
medicine, and health resources surveys are some of the methods that may be 
used. 

The following example shows how students learn through community agency 
participation at the State Universtry oF Meprcine at New York 
Crry: 


A limited numbe: of first- and second-year students may elect assignment to 
family social agencies, one half-day weekly for eight weeks, and participate in the 
solution of short-term problems of selected families. Besides learning to appreciate 
the role of an organized community agency and the assistance it can be to the 
physician, this program seeks to provide experience in the art of establishing a 
professional relationship. 

Students are assigned in units of three or four. After suitable explanation of the 
functions of the family agency and study of sample records, each student is assigned 
one or more clients and represents the agency in the counseling function that fol- 
lows. Sample cases include the placement of homemakers in families where the 
mother is sick, the return of institutionalized delinquent children to their homes, 
etc. The student is not given complex counseling problems, and is supervised care- 
fully by the agency. He conducts his interviews in an office assigned to him in the 
agency, and in the homes of his designated families. 

Not all the problems that the student encounters have medical connotations. 
During this brief experience his role is not that of medical student or “doctor,” 
but that of a regular member of the agency receiving in-training. Since the elements 
of a professional relationship are present in full, the program provides a means for 
the beginning medical student to be rapidly oriented to participate in such a rela- 
tionship. He is helped to understand that the objectives of a professional service 
are best accomplished by working out solutions with patients, and not for them, 
to appreciate the significance of certain social problems and the response of the 
community in their management, and also to identify some of his own personal 
problems in establishing a proper rapport with people for whom he has a responsi- 
bility. 


A similar type of program, though centered around particular types of medical 
or social problems, is found at the ALBANY MeEpIcaL COLLEGE: 
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The department of preventive medicine and public health begins to lay the 
groundwork for an appreciation of what is meant by comprehensive medical care 
through a course in social and environmental factors in medicine, which is offered 
to the first-year students. 

In this course, the importance of sustaining and improving health is emphasized. 
The repercussions of social and emotional complications upon incipient and existing 
disease are taught by lecture and seminar, and are demonstrated in relation to their 
effects upon the family and the community through supervised case studies of 
patients and their families made by the students. The necessity for the simultaneous 
operation of four professional groups in a team-relationship is brought home to 
the student. These four professional groups are the family physician, the social 
worker, the public health nurse and the hospital with its medical specialty services. 

Formal lectures are restricted to two introductory hours. Then, after an individ- 
ual conference with the director of the program, the student is assigned to work at 
one of the 26 collaborating agencies for practical field experience with patients and 
families. Under the heading of the major type of health or social problem they 
demonstrate, a few of these agencies are listed below: 


Family problems in mental hygiene, 
New York State Department of Mental Hygiene. 
Repercussions of tuberculosis in the family, 
County Tuberculosis Association. - 
Social problems related to medical practice, ) 
Visiting Nurse Association. 
Medical, psychiatric, and social problems in alcoholism, 
Schenectady City Health Department; Alcoholics Anonymous; Schenectady 
City Police Court; Psychosomatic Clinic, Ellis Hospital. (These four agencies 
provide an integrated program.) 
Emotional and social repercussions of cerebral palsy, 
Clinic, Capitol District Cerebral Palsy Association. z 
Problems of retirement and aging, Z 
Senior Citizens Center. ; 
Medical Service, County Home for The Aged. . 
Contribution of vocational rehabilitation to problem of total medical care,* . 
State Department of Education, Division of Vocational Rehabilitation. . 


At the agency the student may be assigned to the staff, after a period of orienta- 
tion, and allowed to do intake interviewing. Special problems amenable to short- 
term resolution are selected and a series of interviews is arranged for the student, 
including home visits. 

“Among other outcomes it is anticipated that the student will develop respect 
for the social worker and accept this person as a future team worker. A broadened 
horizon relative to the field of legitimate medical problems is another consequence, 

* Other problems demonstrated through experience in agencies are: problems in emotional adjust- 
ment of children; problems in the institutional care of children; counsel for the unwed mother, prob- 
lems of adoption; contributions of hospital social services to the practice of medicine; contributions of 
4 counseling agency to family welfare; counseling activities of a county agency in problems of children; 
problems of neglected, abandoned and delinquent children; problems in rehabilitation of the blind. 
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along with an appreciation of the factor of chronicity and the importance of para- 
medica] situations in relation to success or failure of programs of therapy and 
prevention.” 


Another type of program for demonstrating community health resources is 
found at the UNIVERSITY oF WISCONSIN: 


During two quarters of the 48-week fourth year, each student spends four weeks 
under the guidance of the department of preventive medicine and student health. 
Through the cooperation of the Madison City Board of Health, the State Board of 
Health and the Madison City Board of Education, students participate in several 
of the various departments in these agencies. They are usually divided into groups 
of two to four. All observe the work of the orthopedic, sight-saving, hearing aid and 
nutrition divisions, and observe the program for mentally handicapped children 
in remedial classes in the city schools. 

The student occasionally assists in the physical examination and tuberculin test- 
ing of Madison school children, works regularly in well-baby clinics, immuniza- 
tion clinics and a chest clinic. One student each week is assigned to perform the phys- 
ical screening each morning and afternoon of children attending the Randall and 
University nursery schools. 

Each student makes visits to homes in Madison on the regular rounds of the city 
health department nurses and social workers. One student each week participates 
in the activities of the medical department of the Oscar Mayer Company of Madi- 
son, under the supervision of the medical director. In addition, arrangements have 
been made for individual senior students to accompany the State Board of Health 
epidemiologists, sanitary inspectors, sanitary engineers and industrial engineers 
at appropriate times, and occasionally to assist in epidemiological studies. 

Criteria for Health Department Study—We reviewed a report of the American 
Public Health Association regarding the nature of assignments of students for 
limited training experience in public health departments, and agreed in principle 
with its recommendations. This report contends that training programs in public 
health agencies are unsatisfactory in achieving their purposes if: “nurses, sani- 
tarians and other specialized personnel assume primary responsibilty for in- 
struction; clinic activities in the health program take up most of the time; no 
specific plan is made and students are expected to derive understanding of the 
principles of public health practice by osmosis.’” 

The report stated that when students are assigned directly to the health officer, 
they are in a proper position to appreciate the role of the public health physician 
as the diagnostician of community health problems and manager of therapeutic 
regimes for community ills. 

Projects for students should offer opportunities to study the epidemiology of 4 
disease process, and to observe the building of a satisfactory program of control 
or prevention. By this method the use of ancillary personnel and facilities can be 
understood and their relationship to a specific objective realized. Also, this permits 
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the realization that the disease process is intimately tied in with the ecology of 
community life. 

Field activities should be carefully explained, especially the basic philosophical 
reasons for the particular service. 

Administrative responsibilities of the health officer should be indicated insofar 
as necessary to: 

(a) Understand the process used in diagnosis and treatment of community 
health programs; 

(b) Respect effective administration and recognize its problems and com- 
plexities. 

The objectives of such a training experience are to promote a better under- 
standing between physicians in public health practice and those in the clinical 
practice of medicine. Such an experience should make clear the relationships 
and obligations of the private practitioner and the official health agency, each to 
the other. It should broaden the outlook of the student so he will recognize that 
adisease process in an individual cannot etiologically be separated from the impact 
exerted on that individual by the complex of environmental forces. 


Student “Internships” in Public Health—Student “internships” are available 
in limited numbers. These comprise supervised work experience outside of the 
regular medical school year and curriculum; they may be a valuable adjunct, 
supplemental to the regular teaching program. An internship is usually designed 
as an elective undertaking, providing an opportunity for added experience for 
students with particular interests in careers in preventive medicine and public 
health. 

In New York State, for example, students are taken on by the state health 
department during the summer following their third year and assigned to work in 
a local health department, laboratory or public health research unit for as long 
as three months. This work is well supervised. It begins after a 10-day orientation 
period and ends in a 10-day conference for review of accomplishments. 

The U. S. Public Health Service has a similar summer plan for students to 
participate in a great variety of its health service activities. 

The conference favored such projects and recommended that every effort be 
made to make available many more such training experiences. 


Community Health Resources Survey—A student, through study of community 
health resources, should have some understanding of the proper basis for determin- 
ing the level of medical care in a defined community, whether in a small town 
or in a large city. This can be explained didactically; however, as an exercise 
in applying principles learned about the variety of community services which may 
be needed to provide preventive care for patients, a few schools give credit for 
surveys conducted by students of the health resources of a particular community. 
Such surveys are generally made during the summer vacation following the third 
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year, often in a community where the student is considering choosing as a place 
to go into practice. 
This technique was first developed at HaRvarD, where it functions as follows: 


Each student is asked to assume that he is a practicing physician. He is given 
carefully planned medical and social histories of four hypothetical patients, for 
whom he is to find in the community channels for complete care. 

He first prepares an outline of the optimal diagnostic, therapeutic and preven- 
tive services and facilities required for the management of each patient. Then, in 
the community of his choice, he collects information about the pertinent medical 
and social resources, which actually exist in that locality, from: (1) reference to 
publications about qualifications and number of physicians, classification and 
descriptions of hospitals, medical care plans, welfare agencies, etc.; and (2) per- 
sonal interviews with physicians, hospital administrators, public health officials and 
other representatives of governmental and voluntary agencies in the health and 
welfare field. Finally, he writes a report discussing the differences between the 
services which would be optimally desirable and those which in fact, exist, and 
submits practical recommendations for change, if he feels change would be ad- 
vantageous. 


Occupational Medicine 


The same principles outlined above naturally apply to teaching about the 
problems of occupational medicine. This deserves a special note, however, since 
many departments of preventive medicine have prime responsibility for in- 
structing students in this field. At the same time, it should be pointed out that 
there was not unanimity of opinion at the conference regarding the amount of 
instruction in occupational medicine that should be offered to medical students. 
The primary basis of occupational or industrial medicine is a sound knowledge of 
the principles of medicine and preventive medicine. Undergraduate medical 
education should supply these, but the field of occupational medicine is a post- 
graduate specialty and should be taught as such. 

None the less, it is apparent that in our heavily industrialized society, in- 
dustrial health is an increasingly important facet of medicine. Although more 
and more medical departments are being created in industry, 60 per cent of the 
population still works in small plants without industrial physicians.’ Students 
should know that this is no longer a field limited to the practice of traumatic 
surgery; the growth of the chemical industry, for example, has added a whole 
new range of problems to the field. Even more important, industrial medicine 
offers an opportunity for students to see preventive medicine in action. In in- 
dustry preventive medicine has become a practical and working fact as manage- 
ment has learned that it pays dividends in less absenteeism, fewer compensation 
claims and more productive workers. 

The nature of occupational diseases can be illustrated through conjoint teaching 
programs, didactic and clinical, with different aspects illuminated by repre 
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sentatives from departments of preventive medicine, pharmacology, dermatology, 
surgery and radiology, for example. 

Here again direct observation and training experiences in medical departments 
of industrial plants may be made far more rewarding than second-hand class- 
room familiarity with working conditions and health programs. Some depart- 
ments of preventive medicine have worked out fairly extensive inplant sessions 
on industrial health. Likewise, some industrial plants are now offering oppor- 
tunities for student internships. 

The student should learn to give thought to the working conditions of patients, 
as well as conditions in their home environment, and should appreciate that the 
industrial physician is in reality a health officer for a segment of the population. 


Factors Influencing Access to Health Services 


Besides an understanding of the preventive measures available to individual 
physicians and organized community agencies, students should learn something 
of the problems involved in actually bringing known measures to bear on specific 
situations. They should appreciate that there are a number of important kinds 
of barriers which may keep people from receiving the services they need, and 
some of the ways by which it is thought that these barriers may be lowered. 
Some of these are the problems of payment for medical services and resources, 
the way these services are organized, and people’s beliefs about medical care. 

The first two subjects are often introduced by departments of preventive 
medicine in connection with study of community health resources. Discussion of 
people’s attitudes toward medical care does not lend itself to didactic teaching, 
and can better come from meeting these attitudes as manifest in individuals and 
their families. 

Medical Economics and Organization of Health Services—The economic aspects 
of medicine are of concern to all branches of medical science and could well be 
considered in the teaching of any department. However, since economic factors 
are particularly important as they affect access to preventive services, they are 
often considered as part of instruction by departments of preventive medicine. 

Problems of payment for medical services can be approached from various 
angles: the financing of hospitals and other health agencies and how this affects 
the quality, number and distribution of these resources; the financing of personal 
health services from physicians, dentists and other health personnel, and how 
this in turn may affect the quality of service and the distribution of such personnel. 

The historical approach is again useful in introducing students to these matters. 
Also, since many of these subjects are matters of debate, teaching may be con- 
ducted through guest lecturers discussing particular topics from various points 
of view, such as the provisions of the Social Security Act which affect payment for 
health departments, personal health services for the indigent, and special groups 
of physically disabled people; federal and state provisions for hospital construc- 
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tion, and rehabilitation services; voluntary health insurance; compulsory health 
insurance; health programs sponsored by labor and management, and many 
others. 

Field visits are sometimes made, as for example to the headquarters of the 
Blue Cross-Blue Shield, which may introduce students not only to the way such 
organizations work, but to the philosophy which lies behind them. Similarly, 
medical economics comes into the discussion of services rendered by visiting 
nurses, health department clinics, rehabilitation agencies, medical departments 
of industrial plants and a variety of other resources for health service. And 
again, socio-economic barriers to good medical care are more poignant when seen 
through the eyes of patients and people rather than across the lecture platform. 

Health services can be discussed from other vantage points. In any sizable 
community there is an abundant variety of health agencies and organizations; 
a recent study of Monongalia County, West Virginia, for example, revealed that 
there were 640 agencies involved in organized health service in this one area.’ 
How does the physician intelligently use these resources to help a particular 
patient or family? In the hospital he can refer the problem to the social service 
department—but what does he do as a practicing physician? Again, what are 
the advantages and disadvantages of group versus individual practice, from the 
standpoint of both physician and patient? Guest lecturers, instruction from social 
service and seminar discussions are useful ways to bring students’ attention to 
these matters. 


Attitudes of Patients—Social scientists, as consultants in teaching, may make a 
real contribution in showing students how a patient’s decision whether or not tc 
seek medical care or to follow doctors’ instructions may be influenced by factors 
in this patient’s ethnic background or cultural surroundings. 

Illustrating the differing attitudes found in particular groups which may affect 
access to medical care, Dr. Leo Simmons made the following remarks: “A German 
woman was advised that she had to enter the hospital immediately, otherwise 
there was great danger to her life. She left by the back door—it was sometime 
later discovered that she actually decided that she would rather die than be 
admitted to the hospital and be undressed—because her feet were dirty!” 

It was agreed that social scientists can do much to stimulate the thinking of 
students along these lines and, together with psychiatrists, help to indicate the 
complexity of the attitudes of individual patients about medical care. As indicated 
earlier, these problems may be illustrated in connection with student experience 
in home care programs of various sorts. 

What the patient and society in general expects of the physician, as an indi- 
vidual and also as a member of his profession, also should be considered.* 

Ways of inducing patients to seek health services routinely and early may 


* An interesting discussion of this subject may be found in “Psychiatry and Medical Education,” 
pp. 124-130. (See reference No. 3.) 


62 Journal of MEDICAL EDUCATION 


| 
| 
| 


be discussed, both from the point of view of formal health education campaigns 
for official and voluntary agencies, and the part physicians can play. 


IV. Conclusions 


We believe that through systematic study of health, the natural history of 
disease, the social and environmental aspects of medicine and the use of the 
scientific method of biostatistics, teaching in preventive medicine can contribute 
to the total program of a medical school in its efforts to realize some of the princi- 
pal objectives of medical education, as formulated in the A.A.M.C. statement 
quoted previously, namely: “...to provide a setting in which the student can 
learn fundamental principles applicable to the whole body of medical knowledge 
and establish habits of reasoned and critical judgment of evidence and 
experience. . . .” 

In relation to the more detailed objectives of this statement, teaching in 
preventive medicine can help the student to acquire requisite knowledge: “of 
the normal development, structure and function of the human being; of the 
manner in which physical, chemical and biological agents, as well as hereditary 
factors, psychological factors, living habits and social forces affect the human 
being favorably or unfavorably; of the general techniques and resources available 
to the individual and the community for the prevention of disease and the mainte- 
nance of health; of the social and cultural settings in which medical education 
and practice are carried on.” 
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Chapter V 


Applications in Clinical Teaching 


beyond theoretical instruction in the presentation of facts and techniques into 
the clinical area where we can deal with actual persons. Unfortunately, our subject 
has often been presented for the most part by precept, lectures and exercises, 
and has not been closely identified with patients themselves—the chief focus of 
attention for those who are preparing themselves for a medical career. This situ- 
ation, however, is rapidly changing. 

Preventive Aspects of Clinical Teaching 


It is true, of course, that many elements of the practice of preventive medicine 
are found in virtually all clinical instruction today. Departments of medicine in 
some schools, besides teaching specific preventive techniques, have taken the 
lead in directing students’ attention to the social and environmental as well as 
psychological factors that must be weighed in determining the origins of illness 
and prescribing an appropriate course of action. 

Prevention figures importantly in surgical departments as well. A statement 
prepared for our conference by Dr. I. S. Ravdin of the University of Pennsylvania 
on aspects of preventive medicine which may be taught to advantage in a depart- 
ment of surgery illustrates this very well: 


The surgeon is greatly interested not only in treating disease by manipulative 
or operative methods, but also in the prevention of diseases commonly treated by 
such methods, and in the rehabilitation of patients with these diseases. The fol- 
lowing categories come to mind in considering the teaching of preventive medicine 
from the point of view of surgery: 

The Discovery and Eradication of Pre-Malignant Lesions. Now that almost all 
operations can be done with a very low morbidity and mortality rate, the eradica- 
tion of certain pre-malignant lesions by surgery has greatly increased. . . . The 
surgeon is greatly interested in the diagnosis of these pre-malignant lesions. He has 
advocated routine proctoscopic examinations for certain age groups, the teaching 
of self-examination of the breast every two months, etc. 

Surgery of Congenital Deformities Before They Have Produced Overt Disease. in 
the last few years many operations have been done for patent ductus arteriosis, 
coarctation of the aorta and other congenital deformities before these deformities 
have produced overt disease. By their early correction, it is known that serious 
disease can be prevented and the patient’s life expectancy greatly lengthened. 
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The Prevention of Trauma. Because surgeons are greatly interested in trauma, 
their knowledge should be of value in training soldiers, industrial workers, and 
the elderly in the prevention of accidents. Since they recognize what kind of strains 
and falls produce certain types of accidents, the teaching of this information would 
be helpful in industry and in the armed services. . . . 

Surgical Research Helpful in the Prevention of Surgical Disease. A great deal of 
research in departments of surgery is directed not so much towards development 
of new techniques of surgery, but in the broad aspects of surgical disease having 
to do with prevention as much as with treatment. For example, much of the re- 
search in carcinoma of the breast done in mice has been done in surgical depart- 
ments. . . . In surgical research, just as much attention should be paid to the pre- 
vention of surgical disease as to its treatment, and the final purpose of the surgeon 
should be that of removing the need for his services. 

The Prevention of Fear of Hospitals and Physicians by Skillful Handling During 
Operation. The surgeon has a rich opportunity to promote the good will and trust 
of the patients on whom he operates. Many patients develop a distrust and fear of 
physicians if mistreated during an operation. This is especially true in operations 
on infants and children. . . . The surgeon who takes time to explain operative pro- 
cedures to his patients and to gain his patients’ confidence, will perform a great 
service in spreading good will for medicine in general. In this manner, patients can 
be persuaded to cooperate in preventive medicine plans. 


The departments of pediatrics, obstetrics and psychiatry are in a large measure 
concerned with the conservation and maintenance of health, since they are pri- 
marily interested in the enhancement of the processes of growth and development. 
Many departments of pediatrics, for example, in their emphasis on child health 
supervision have advanced far towards the goals of preventive care and teaching. 
As someone stated: “The pediatrician’s efforts have long since ceased to be cura- 
tive only... . He assists in the instruction of the mother both before and after 
the birth of the baby. His function is to keep the baby well and to promote its 
growth, to examine it at frequent intervals and to advise the mother at every 
stage from its infancy to its adolescence.” 

As in the few examples given above, similarly in almost every field of medicine, 
preventive measures are assuming an increasingly larger proportion of the total 
activity. 

“Many departments of pediatrics and departments of psychiatry share with 
preventive medicine the belief that the student must be helped to relate the pa- 
tient to his environment by participation or observation in programs which take 
him beyond the wards and clinics of the hospital. At our conference a pediatrician 
stated: “The important problems of child health care are continual appraisal of 
physical health, attention to psychological factors, and awareness of differences 
in children and their cultural backgrounds. If these are our ends, we must get the 
student into the community. Teaching has to be by example, not by exhortation.” 

Similarly, the report of the 1951 Conference on Psychiatric Education, states: 
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“The application of home care services and long continued follow-up can demon- 
strate realistically many of the sociologic problems—such as poverty, delinquency, 
family strife—that contribute to illness, and can reveal the importance and value 
of utilizing ancillary facilities, such as social service, public health nursing service, 
the courts, etc. These conditions apply not oniy to disabling illness but also to the 
much more frequent instances of ambulatory partial disability.”* 

Thus, from many points of view, these fields ally themselves naturally to teach- 
ing many aspects of preventive medicine. 


Contributions from a Department of Preventive Medicine 


If it is granted that consideration of the interaction between the person and his 
environment should be an integral part of every clinical history and the manage- 
ment of each case, instructors from preventive medicine can help the student 
during his clinical training to learn to apply such considerations to individual 
patients. 

After all, an essential to the practice of preventive medicine today is sound 
clinical knowledge and judgment, leading to recognition and accurate diagnosis. 
Beyond this is awareness of the natural history of disease which so importantly 
influences decisions regarding prevention and therapy. This principle applies to 
all medical disciplines and provides the basis for correlation and understanding. 

To carry out this type of teaching successfully, it is advisable, if not essential, 
that one or more members of the department of preventive medicine should have 
a clinical appointment. Obviously, while this representative of preventive medi- 
cine cannot have detailed knowledge in all disciplines, it is essential that he have 
a working familiarity with the many specialties. 

To illustrate the clinical approach in teaching preventive medicine, this chapter 
describes a number of plans now in operation at various schools. No one of these 
teaching plans in itself does the whole job of demonstrating truly comprehensive 
health care, nor should this be expected of them. However, the illustrations are 
chosen to suggest the variety of ways by which this end may be approached. 


|. Types of Clinical Teaching Programs Where Preventive 
Medicine Participates 
Teaching on Hospital Wards 

The teaching of clinical epidemiology at the patient’s bedside, as carried out 
at YALE, has been described in the previous chapter. 

An instructor from preventive medicine may also take part in ward rounds 
with a small group of students, in association with a clinical instructor, a social 
worker or other professional personnel. This is done at a number of schools; at 
HARVARD it was described as follows: 


“During these rounds the usual history, physical examination, laboratory find- 
ings, diagnosis and therapeutic recommendations are supplemented by discussions 
* See reference No. 3, p. 63. 
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of the social and preventive factors related to the patient’s illness and to his care 
following his discharge from the hospital. During these teaching sessions, it has 
frequently been possible to identify preventive or social factors or the availability 
of certain community facilities of great importance for better medical care for the 
patient. This program has also been of great value in the training of residents and 
interns.” 


The ultimate objective is to introduce the preventive point of view into the 
discussion of each case on the ward.' 


Case Study—Clinical Teaching Conference 


Many schools use the case study method in teaching preventive medicine con- 
jointly with other departments. Sometimes this involves appraisal only, some- 
times the provision of care. An attempt is made to elicit from the history and other 
available sources all the information that can be obtained concerning the total 
problem of the patient. These factors are discussed and a plan of management 
derived. The student sees that he must carefully record social history and think 
through the problem in terms of a team approach in providing medical care. 

This is one of the ways used to teach preventive medicine at the UNIVERSITY 
or WASHINGTON, for example: 


During the third year, the medical student is assigned a home care case, and as- 
sumes full responsibility for the care of the patient under the supervision of the 
hospital extension staff, consisting of medical social workers, a public health nurse 
and two physicians. The student follows this case throughout the balance of the 
third year and through the fourth year. 

During this time he makes visits, usually weekly, depending upon the need, 
interviews the agencies that have had contact with the case, and does a thorough 
comprehensive social case study of the family. While the student is spending the 
three weeks on his public health externship in the senior year, the case write-up 
is completed and turned in. Selected cases are presented before the fourth-year 
class at a two-hour conjoint clinical conference. 


The Untversity oF CALIFORNIA MEpIcaL ScHOOL uses a short case study: 


Here, senior medical students have service in medicine for 12 weeks, during 
which time they spend part of every day in the outpatient department and an- 
other part of the day on the medical wards. During this period each student is as- 
signed one case which he had already worked up in the outpatient department for 
one or two follow-up visits at home. The contact with the family in the home is, 
therefore, the result of a prior contact with the sick individual. 

After the student has visited the home for the first time, a medical social worker 
goes to the same home and makes her own study. Subsequently, the student in- 
dependently evaluates the varied aspects of the case, considering pertinent factors 
as they relate to the individual patient, to home surroundings and to other mem- 
bers of the family. He writes up the case study and presents it to the class in medi- 
cine. The medical social worker, a psychiatrist and a representative of preventive 
medicine contribute to the discussion that follows. 
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A family medical care program, limited so far as student participation is con- 
cerned to the diagnostic stage of care, is the central theme of a fourth-year clerk. 
ship in community health at the Stare Untversiry CoLLEGE OF MEDICINE At 
New York City: 


Families are selected from its clientele by the nursing service of the health de- 
partment and each student is introduced to the family in its home by a public 
health nurse. The student is expected to conduct a complete examination of the 
health status and needs of each individual in the family. He attempts to interpret 
the relevant personal, social, biological and environmental factors, and considers 
the rehabilitative and preventive measures needed and the appropriate resources 
in the community that may be of assistance. The student is supervised by an in- 
ternist, a psychiatrist, social worker and sociologist. The advice of other consult- 
ants is available on request. Treatment is arranged in a conference of the student, 
social worker and public health nurse through referral to the adjacent agencies for 
medical care, usually other clinical units affiliated with the medical college. 

Entire families only are studied, with few exceptions. “The attempt is to have 
the student see the family as a unit having functions that relate to personal and 
social well-being—whose activities commonly are responses to these functions, and 
whose adaptation is modified by the use of culturally derived techniques, and that 
these bear on health.” 

This teaching mechanism provides the student with experience in family study 
and care without involving the institution in the responsibility of a day-to-day 
domiciliary medical care program. The role of the student and of the school in 
entering lives of entire families is “diagnostic,” i.e., it is a device to initiate medical 
care under auspices provided by the community. Acute intercurrent illness is 
treated elsewhere and only observed by the student. The opportunity for practice 
in definitive treatment of such illness and continuity of observation is sacrificed to 
avoid the possibility of giving excessive responsibility to students when they are 
allowed to function in extramural circumstances. 


Outpatient Department Clerkships 


Outpatient departments of large hospitals should provide a favorable setting 
for the teaching of preventive medicine, since they serve patients who, outside of 
clinic hours, may be actively engaged in their usual occupations and way of life. 
In many medical centers today, however, outpatient services are poorly organized 
to foster such teaching. They are so diffuse that it is difficult to correlate activities. 
They are for the most part staffed with part-time physicians with no continuing 
responsibility for their organization and conduct. Usually, they are designed 
primarily to consider important or urgent problems of the largest possible number 
of people in the shortest possible time. There is little contact with community 
services—or even with other hospital services. Students rotate rapidly between 
various specialty clinics and rarely see the same patient twice. 

However, in a number of institutions, programs are evolving in which the de- 
partment of preventive medicine is cooperating with other clinical departments 
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in an effort to give an integrated type of teaching, something which more nearly 
represents a comprehensive type of medical care. 

By fitting preventive practices and considerations into outpatient care. the 
student may be offered a very practical approach, and learn techniques whch 
will be of value to him in his own later practice. Such a program, the coordinated 
clinic clerkship, has been developed at WasHincTon University, where the 
department of preventive medicine functions as an integrating agency: 


Objectives and Administration. A coordinated clerkship of 12 weeks for senior 
students is organized under a committee composed of faculty representatives from 
five participating departments. The head of the department of preventive medi- 
cine serves as chairman. 

In this program, which started in 1952, the outpatient clinical teaching of the 
departments of medicine, surgery, psychiatry, neurology, obstetrics and gynecol- 
ogy, ophthalmology, otolaryngology, dermatology and preventive medicine takes 
place concurrently, giving the medical student the opportunity to follow patients 
for longer periods of time and in a number of different clinics. 

The program does not include student experience in a pediatric clinic, an emer- 
gency service or a home medical service. Activities may be extended into these 
areas in the future. 

Teaching Program. The department of preventive medicine directs students’ 
attention to the comprehensive aspects of medical care, emphasizing the environ- 
mental, social, and economic aspects of illness. 

Teaching activities include weekly seminars in which the problems of individual 
patients are discussed. Into these discussions are woven information concerning 
the preventive aspects of disease and the role of community agencies and public 
health departments in meeting the problems of illness, Seminars are attended by 
14 students, several instructors, and one or more medical social workers as well as 
guest participants. 

Another teaching activity centers in student-insiruct.r interviews where the ex- 
perience of the student with his patients is discussed and analyzed. For this purpose 
the student maintains a record of the pertinent medical and social information on 
each patient seen. These records and interviews provide the mechanisms for selec- 
tion of cases for presentation in seminars. 

Each student’s weekly program includes one free afternoon which may be used 
for home visits, visits to community agencies, reviewing of case records, interviews 
with relatives of patients, writing to referring physicians, or for any other activity 
which will stimulate his interest and add to his information concerning his patients. 

The program is too new to permit significant conclusions. However, student 
opinion and faculty reaction have been uniformly favorabie. One problem has been 
posed, however. The students indicate in a variety of ways that they are inade- 
quately prepared for this more intensive experience with the problems of ambula- 
tory care. Obviously they feel more at home with the problems of fully manifest 
or exotic disease as seen on the wards than with the early disease or functional 
illness of clinic patients. It is likely that observation of students under the condi- 
tions of the coordinated clinic clerkship will indicate a variety of changes in earlier 
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phases of the curriculum which would better prepare them for this type of experi- 
ence. 

From the standpoint of the department of preventive medicine, the new program 
offers a more vital approach in teaching than the partially improvised approach 
utilized formerly in a clerkship which depended largely on socio-medical case 
studies. Now the student deals directly and intimately with social, environmental, 
economic and community problems as he concurrently participates in provision of 
medical care. 

The program offers the further advantage of permitting a significant develop- 
ment in curriculum within the established services of a medical center. It gives 
purpose and impetus to realignment and reorganization of outpatient services so 
that integrated and comprehensive medical care may be more readily provided. 
On this improved basis other developments in curriculum and the establishment of 
new services perhaps may be more readily achieved. 


At CorNELL MEpicaL COLLEGE, a program for comprehensive care and teach- 
ing has been recently established, also using the outpatient department as a 
nucleus. Here the department of internal medicine provided primary adminis- 


trative leadership in the program. Dr. David P. Barr described the program 
at Cornell as follows:* 


“A salaried full-time staff of especially interested representatives of the de- 
partments of medicine and pediatrics forms a nucleus for the organization of the 
enterprise, and for the correlation of its various functions. The department of pre- 
ventive medicine focuses all of its fourth-year teaching in the clinic. Salaried con- 
sultants on a part-time basis represent the departments of psychiatry, surgery and 
gynecology. A social service worker and a visiting nurse devote their entire atten- 
tion to the venture. 

“Facilities for diagnosis and treatment are more than sufficient. Contacts with 
social agencies in the community are close and only await development. Admis- 
sions to the clinic are strictly regulated to the requirements of teaching. Most 
important of all, the curriculum of the medical college has been rearranged. With- 
out interruption or significant curtailment of any previous teaching, a continuum 
of 2244 weeks in medicine, pediatrics, psychiatry and preventive medicine has 
been provided for each senior medical student. The enterprise is not directed by 
any one department but is operated by a committee representative of the educa- 
tional, clinical and administrative interests of the medical center. 

“With such an organization, the attainment of several objectives is sought. 
Especially it is hoped that by means of the continuum each student will have op- 
portunity to follow his patients long enough to permit thorough acquaintance not 
only with their strictly medical problems but also with their environmental, home 
and family conditions. 

“Tt is hoped that he may consider not only curative but also preventive aspects 
and may relate and evaluate physical and emotional components of disease, that 
he may cease to regard his patients as primarily medical, surgical or psychiatric 

* See reference No. 1, p. 26. 


70 Journal of MEDICAL EDUCATION 


problems but may instead think of them as men, women and children facing a 
particular and often distressing life situation. Above all, it is hoped that the previ- 
ous teaching of diagnosis and curative medicine and of physiological science may 
never be stultified by the program but on the contrary may be enriched and il- 
Juminated by a broader and a deeper understanding.” 

ntal, From the beginning of the program a seiious and intensive effort to evaluate its 
| effect on the medical students has been in progress. The Bureau of Applied Social 
Research of Columbia University has supplied necessary technical skill and pro- 
fessional advice in assessing student attitudes and changes in them which may 
be attributed to a more comprehensive approach to medical care. 


elop- 
gives 

S 80 The UNIVERSITY OF TENNESSEE has established a family general practice clinic 
ded. within the outpatient department. Since this school serves an area which particu- 
at of larly needs general practitioners, the clinic’s primary objective is to attract stu- 


dents to this type of practice: 
ach- The family general practice clinic is the only clinic in the outpatient depart- 
as a ment where an entire family may be served, instead of being split by referral to 
inis- various departments. It is under the administrative direction of the department of 
ram preventive medicine. 


The admitting office sends every fifth patient here; thus, the patients are a repre- 
sentative sample of the clinic population. Its equipment makes it a more or less 
de- self-contained unit within the outpatient department, with its own x-ray, minor 
the surgery, laboratory and physiotherapy equipment. 
pre- The director of the clinic has a background in general practice and the visiting 
boa staff consists of general practitioners. There are no specialists on its staff, but pa- 
and tients may be referred to specialty clinics of the outpatient department. Students 
ten- are assigned here during their last five months of training. Since by this time they 
have had experience in the various specialty clinics, the family general practice 
clinic presents opportunities for applying specialized knowledge from different 
fields to the total needs of patients and their families. A medical social worker 
assists the student in understanding and meeting these needs. 


Domiciliary Medical Services 

The department of preventive medicine may take part in programs which pro- 
vide medical care in the homes of patients, or may take responsibility for directing 
them. Such programs, as has been noted, may offer a very desirable setting for 
teaching many aspects of preventive medicine. 

One example of a domiciliary program is the home medical service at the 
Boston University ScHOOL OF MEDICINE: 

Administration: The department of preventive medicine at Boston University 
has clinical and administrative responsibility for the provision of medical care in 
the homes of indigent and medically indigent, acutely and chronically ill patients, 
living within a specifically designated square mile area surrounding the medical 
school. This is a slum area containing a population of about 50,000. Approximately 
15,000 home visits are made to 5,000 patients annually. This service operates from 
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the outpatient department of the Massachusetts Memorial Hospital. The professor 
of preventive medicine is director of the outpatient and home medical service of 
the hospital. 

How the Service Operates: Fourth-year students rotate through this service for 
one month in groups of four to six. Calls for home medical care are screened in the 
home medical service office from 8 A.M. to 3 p.m. daily. Students make the initial 
visit to the home, make such diagnostic investigations as are necessary and in- 
stitute preliminary treatment. They are responsible for the care of the patient 
under the supervision of the resident. All students return to the hospital at 3 pu. 
and meet with residents on the home medical service who in turn go out with the 
students, check patients seen that day and institute definitive treatment. The 
student, under supervision of the resident, is responsible for follow-up. 

Daily, except Sundays and holidays, an instructor in the department of preven- 
tive medicine meets with the students and residents to review all patients seen the 
previous day. Problems of differential diagnosis, patient management and specific 
treatment are discussed in the light of the social and environmental circumstances 
in which the patient is seen. Referral to social service and/or the Visiting Nurse 
Association may be made at this time. Special services for patient care are avail- 
able on consultation basis from all services in the hospital. 

Indoctrination Conferences: During the initial week on this assignment, students 
have a series of indoctrination conferences. The scope and aims of the home medi- 
cal service are discussed on the first day. On the second day, a psychosomatic con- 
ference is he!d to discuss evaluation, approach to and management of emotional 
problems. The conference on the third day concerns basic home nursing techniques. 
On the fourth day, the position of the social worker in relation to medical care is 
presented, in addition to an elaboration of the availability of community resources 
and the manner in which they may be used for patient care. The fifth conference 
deals with the Visiting Nurse Association and the extent to which bedside care is 
made available. Thereafter, only two conferences are continued weekly, the psy- 
chosomatic conference and the medical-social conference. These are attended by 
students on the home medical service, the medical social worker, students of social 
work, representatives of the Visiting Nurse Association and student nurses from 
Massachusetts Memorial Hospital. 

Records and Facilities: Home medical service records are maintained in a sepa- 
rate file and notes are entered chronologically by fourth-year students and resi- 
dents. Laboratory facilities for routine studies are available. Such portable diag- 
nostic equipment as is practical is maintained for regular daily use, including an 
electrocardiograph machine, vital capacity apparatus, scales, etc. 

Continuity of Care: Some degree of continuity of patient care is maintained by 
the assignment of home medical service residents to the medical clinic in the out- 
patient department, where they can follow patients referred to this clinic. Pa- 
tients who are hospitalized are followed by the referring student and reported on 
periodically through the month. 

Junior personnel at all levels are trained together—the student nurse, medical 
students, house officers and student social workers. The representatives of these 
professional fields work together in selected problems of the home medical service, 
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fessor and it is believed that their association in the teamwork approach to problems is 
ice of an essential feature at this beginning stage of their professional education.” 


Still another example of a home care medical program is at Richmond, where 


de a health department service program is conducted in cooperation with the Mept- 

nitial caL COLLEGE OF VIRGINIA: 

d in- The Richmond health department home care program provides comprehensive 

tient care for acute and chronic illness and dental care. The goal of this program is to 

P.M. insure good medical care to the indigent and the medically indigent residents of 4 

1 the the city, affording them a complete continuity of service in the home, hospital, es 

The clinic and rehabilitation center. At the same time, the home care program provides 3 
a method of teaching medical students the family and social aspects of general , 

ven- practice. 

| the How the Program Operates: The Medical College of Virginia assigns its senior < 

cific medical students to the program. These students spend eight weeks on the medical 

nces service and specialties in the outpatient department. During this time, they are e 

urse divided into thirds, so that one-third are assigned to the home care program and 5 

vail- the other two-thirds to the medical clinic from 9 a.m.-12 a.m., and the medical . 


specialty clinics from 2 p.m.—4 p.m. daily except Saturday and Sunday. 

ents The home care group is on duty at all times so that each senior spends from 18 
edi- to 20 days in this program. During the period of eight weeks, all students attend 
‘on- two seminars weekly for one hour each; in these, public health and aspects of care 
nal other than strictly medical are discussed on the basis of the presentation of pa- 
les. tients and families currently under observation in the program. These presenta- 
e is tions are made by the student who is actually following the case at the time. 

ces The students make home calls under the supervision of three second-year resi- 
nee dents and four members of the faculty from the department of medicine.* A fifth 
> Is member of the faculty, from the department of pediatrics, serves as a consultant. 
sy- Review of Experience: Initial home calls are made by the students in pairs. The 
by findings are then reviewed with the residents and/or the attending physicians who 
ial return with the students to see the patient, or otherwise dispose of the case as 
om seems best by referral to the outpatient department, emergency rooms or hospitals. 
Periodic visits to chronic cases are made by students, residents, attending physi- 


wf cians or combinations of these groups. A meeting of all personnel for review of 
si- problems and discussion of cases is held weekly. These conferences are also attended 
eg by representatives of the various nursing and social services. 

an 


House Staff Participation: The house staff participating in the program at any 
one time consists of two second-year men (junior assistant residents) from the 
by medical service, and one man in the second year of the two-year general practice 
It internship. For purposes of administration, this man is also carried by the hospital 
a- as a junior assistant resident, since the second year of the general practice rotation 
on is almost entirely in medicine. The resident staff from all special fields, although 
not officially connected with the program, cooperate freely in seeing patients in 
the home or helping in consultation. 


* The students use health department cars equipped with two-way radios which enable them to call 
in for information and to receive calls for other patients in nearby areas. 


zs & 
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Outpatient care is provided in the outpatient department of the Medical Col- 
lege of Virginia Hospital, where a wide range of specialist and laboratory services 
is available. The admitting clinic is staffed by senior medical students and resi- 
dents as part of their training under the home care program. 

Budget: The total budget for this program amounts to $82,501 in direct services 
for the coming year, of which amount the city puts up 80 per cent and the medical 
college 20 per cent. The total budget for the general medical care services is $350,174 
for the year 1952-53. 


Family Care Programs 


The home care programs just described give students a supervised extra- 
mural experience which sharpens their appreciation of the effects of people’s way 
of living on their health, and gives them practice in working closely with a variety 
of professional personnel. Such programs, however, are not primarily designed to 
provide or demonstrate continuity of patient care. This principle is emphasized 
in programs which provide health and medical care for selected family groups 
over a continuous period of time. Here the student sees individuals of all ages, 
whether healthy or sick. He gets to know the health needs of a whole family, to 
appreciate the effect of the family situation on the individual’s health, to mature 
in the patient-physician relationship, to see ways to apply early. preventive meas- 
ures for presumably well members of a family, to learn the difficulties of providing 
care for the chronically ill, and the importance of rehabilitation. 

The program at the UNIVERSITY OF PENNSYLVANIA known as the family health 
advisory service has already been described in Chapter IV. Students here act as 
health advisors to particular families at home and in the hospital for the four years 
of their medical training. The emphasis is upon a gradual increase in student 
responsibility in meeting the problems which they encounter from month to 
month and from year to year, in contrast to the more concentrated experience of 
the domiciliary medical care programs. At CoRNELL Mepicat CoLLece, third- 
year students may elect a similar program offering a continuing contact with a 
patient and his family over a span of two years or may elect a short-term family 
health advisor experience of six weeks.’ 

Other examples of programs where the student’s attention is directed to a par- 
ticular family or families are to be found at Boston University and at the Uni- 
versity of Tennessee. 

At Boston University a family care program operates within the framework 
of the home medical service described above, and functions as follows: 


Objectives and General Plan: This project was designed to give third-year students 
an opportunity to observe and manage chronic illness in the home over an extended 
period of time, study problems of family inter-relationships as affected by illness, 
institute such measures of preventive nature that are possible and desirable and 
develop the use of community resources when indicated. 
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Departments integrated in this program are medicine, psychiatry, pediatrics, 
social service and preventive medicine. 

At the beginning of the third year, the purposes and objectives of this program 
are presented to the entire class. A patient with a chronic illness is assigned to 
each member of the class, to be followed in the home for nine months. These pa- 
tients are selected from the patient load of the home medical service. Insofar as 
possible, they are chosen from families where there are several young children who 
will require immunization and generai health supervision. The student makes an 
average of 15 home visits to his family. 

Teaching Program: Two part-time physicians serve as preceptors to the students. 
These physicians supervise the care of patients and meet with the third-year stu- 
dents individually. It is intended that the clinical, social and environmental prob- 
lems in medical care be an educational responsibility of the preceptors. The stu- 
dents also have regular scheduled meetings with a psychiatrist who is a member 
of the department of preventive medicine. His instruction deals mainly with the 
problems of the approach to the patient, patient-doctor and inter-family relation- 
ships, and the management of emotional problems and maladjustments.‘ 

Students are required to maintain careful records and submit complete reports 
on their patients. Subsequently, as an exercise in the course in preventive medi- 
cine, reports on selected patients from this source form the basis for a panel discus- 
sion for the entire third-year class. 


In connection with the family general practice clinic at the UNIVERSITY OF 
TENNESSEE described above, a family care program was also established: 


Feeling the need of students for some type of home care experience, a family 
care program was set up under the joint auspices of the division of medicine and 
the division of preventive medicine. 

A patient is selected who has been studied by the student in the medicine out- 
patient department. The student then serves as family physician to this patient’s 
entire family for one year. Preferably this family includes two or more children 
and a patient suffering from a chronic disease. The student makes home calls in 
the event of illness, and either provides medical care or makes arrangements for 
care. The family general practice clinic serves as the office for ambulatory care and 
is open until midnight daily. 

The student is expected to plan a program of comprehensive medical care for 
his family, to the extent that it can be provided with community resources. A 
medical social worker assists the student in the use of these resources. 

General practitioners from the family general practice clinic serve as preceptors 
in this program, making home visits with the student upon request. In this way 
the student observes how an experienced general practitioner deals with illness in 
the home. All medical services provided by students are supervised by these general 
practitioners. 

A requirement for graduation is the student’s report of his family, including an 
evaluation of their social and economic background, their medical needs and the 
extent to which these have been met. Periodic conferences are held with students 
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to discuss their problems and services in relation to this program. Medicine, psy- 
chiatry, pediatrics and preventive medicine participate in family care conferences, 
Preceptorship Programs 
Preceptorships were discussed as another useful mechanism for contributing 
to a student’s understanding of health services. How such programs relate to 
training in the preventive aspects of health care depends, of course, on the in- 
dividual preceptor. It is generally recognized that a hazard in such programs is 
that the student may be assigned only routine chores by his preceptor, and not 
derive a real educational experience. Methods of selection of preceptors and super- 
vision of programs, therefore, are all-important. 
The following summary is based on information received from 17 of the 19 
schools listed by the Council on Medical Education and Hospitals of the American 


Medical Association as having preceptorship programs: 


Nature of Experience: In nine programs the student accompanies a general prac- 
titioner in his daily work and assists him if the physician so desires. The others 
variously provide experience such as in a group practice clinic, with a public health 
agency, in industrial hygiene or in a small community hospital. Half the programs 
are compulsory for the students, while the others are voluntary, and the duration 
of service varies from two weeks for three of the programs to three months for 
three others. The majority of the programs, 12, are scheduled during the senior 
year or the summer preceding the senior year. Twelve have been started during or 
since 1948. 

Methods of Supervision and Reinforcement of Learning Experience:* Five schools 
have a special faculty committee which supervises the program. Five send repre- 
sentatives to visit the preceptors at least once a year. Two provide mimeo- 
graphed material to students and preceptors and a third school is preparing such 
material; two mentioned material for the preceptors only. Six schools arrange some 
type of meeting of preceptors on a regular basis. In five schools the students keep 
a daily log book which is turned in and graded; three of these also require one or 
more case reports. Informal individual conferences with students before or after 
the preceptorship are held at five schools, at another there is a meeting with both 
preceptor and preceptee together. When duplication is eliminated, a total of eight 
schools have some type of reporting, as described; an additional one stated, “We 
have reports from preceptors on students and from students on preceptors.” Four 
schools which are included in the student reporting above also added that they re- 
quest reports from preceptors. 

The preceptorship program at the Universiry oF NEBRASKA COLLEGE OF 
MEDICINE was described as follows: 


A 12-week period of preceptorship training has been added to the curriculum of 
the College of Medicine and is a requirement for graduation. A number of well- 
qualified, successful practitioners of medicine who have signified their willingness 

* Many schools use several of the techniques given. 
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to participate in the teaching program are the basis of the preceptorship training. 
The activities of the preceptors are under the guidance of a preceptor committee 
of the college, formed of faculty members of the College of Medicine. 

Physicians in rural communities are real leaders and carry definite responsi- 
bility in community work in addition to their daily practice. Too often students in 
a medical center see only the aspects of medical practice of specialties and sub- 
specialties, and are not given a chance to see the broad aspects of general practice. 

The preceptor method of teaching is an intimate and tutorial method of instruc- 
tion. Each practitioner has his own method of eliciting a history, advising a patient 
concerning operative procedures, talking to the patient and his relatives in the 
event of serious illness, handling of emergencies, specialized operative techniques 
and his individual management of obstetrical cases. There is a real opportunity 
for the preceptor to demonstrate these aspects of practice to the student during 
his 12-week period. 

There is also a unique opportunity for the student to observe the social and 
community responsibilities and the rewards of a practice in a smaller community. 

Preceptors act as teachers, and they have been appointed to the extramural 
teaching staff of the faculty of the College of Medicine. Each preceptor is required 
to grade the stuaent. Each student is asked to keep a diary or log containing the 
name of each patient seen, sex, age, diagnosis and a brief summary of the treat- 
ment given, with a note indicating the extent to which he personally participated 
in giving this treatment. 


At Wisconsin, which has a well-known and long-established preceptorship 
program, the fourth-year student is given several types of extramural experience, 
besides that noted in Chapter IV, designed to acquaint him with the conditions 
of both rural and urban medical practice. Besides spending 12 weeks with a care- 
fully selected general practitioner and working along with him on home visits 
and in office and hospital practice, students also work for two weeks under direc- 
tion of members of the staff at the South View Isolation Hospital in Milwaukee; 
four weeks in Chicago on an obstetrical service under the auspices of the Maternity 
Center and the Chicago Lying-in Hospital; two weeks in a tuberculosis sana- 
torium, and one week at a state hospital for the mentally iil. 


Complete Medical Care for Certain Population Units 


One opportunity not now available in most schools but deserving serious con- 
sideration is a coordinated program providing total medical care for a given popu- 
lation unit under the auspices of the faculty and a teaching hospital staff. Experi- 
ments with domiciliary care and family care, though seldom continuous and total, 
suggest that it is desirable to extend this teaching opportunity to involve broader 
groups of people. 

Such a program would provide a continuing method of bringing people not yet 
ill or in very early stages of disease to the faculty and students. Furthermore, such 
& program would afford a laboratory for a variety of research activities in pre- 
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ventive medicine. Parallel research and teaching programs should strengthen 
each other. 

Schools undertaking service programs of this type must weigh the demands of 
such service on their faculty members against the values realized from teaching 
and research activities. In general, schools will find it necessary to augment 
teaching staffs in order to launch such programs without detriment to the teach- 
ing in the rest of the curriculum. 

Student health services are one frame of reference for such teaching. In some 
medical schools, the department of preventive medicine is also in charge of the 
student health service. Personnel from several departments of the medical school 
may work with the department of preventive medicine to provide varying degrees 
of service to students. For example, as part of the clerkship in preventive health 
services at the University oF Wisconsin, described in part in Chapter IV, 
students actively participate in the medical care and health advisory functions 
of the student health service, spending the equivalent of approximately one 
week full-time in the student clinic and one week full-time in the infirmary section. 
This service is operated by the department of preventive medicine, and provides 
comprehensive care for the current enrollment of approximately 14,000 university 
students. Here the medical student gets experience in dealing with people from 
a different background and age group from those he sees during the same period 
in the regular outpatient department and wards of the hospital. 

The nature of the student population, and the possibilities for obtaining needed 
information from graduates over long periods of time make certain types of 
longitudinal studies feasible in connection with student health services. At 
Wisconsin, for example, the results of BCG vaccination of students in the medical 
school and the school of nursing have been accumulating over a period of several 
years.* 

A student health service also lends itself to other types of studies requiring 4 
large population base. On two occasions at Wisconsin, for example, large groups 
of students were screened for dermal sensitivity to tuberculin, histoplasmin and 
coccidioidin, and comparisons made with the individual chest x-ray taken at 
the same time. This was especially revealing with respect to the relation of pul- 
monary calcification and dermal sensitivity to the agents mentioned, particularly 
histoplasmin. The study was made in conjunction with the U. S. Public Health 
Service, which included several other universities in a program utilizing the 
same methods.® 

At New York University, a limited number of fourth-year students partici- 
pate in a medical service plan offering comprehensive care to patients through 
group practice and voluntary insurance associated with the Health Insurance 
Plan of Greater New York. Under faculty supervision, students see patients in 
the medical group center, in the hospital and at home as part of an elective in 
general practice. Here, as in the other programs described in this section, teaching 
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is conducted in connection with patients from outside the ranks of the indigent 
population, where clinical experience has traditionally been confined. 

Quite a different example of a program aimed to provide comprehensive care 
for a whole population unit is presently being developed in HuNTeRDoNn County, 
a rural county in New jersey. Here, in an area previously without a hospital, a 
medical center has been built through energetic community initiative and a 
program designed which will go well beyond the usual limits of the community 
hospital. The plan is aimed at a smooth coordination of community and private 
medical and health care at a high level of performance. 

The building is to be a medical center in a very broad sense, providing whatever 
physical facilities the county needs (in addition to doctors’ offices) for the preven- 
tion and cure of disease, and also serving as a nucleus for county-wide health serv- 
ices. It will also be used for teaching in a number of different ways, only a few of 
which are suggested here: 


The services given at the center and radiating from it will be provided in part 
by family physicians in private practice throughout the county; in part by special- 
ists and residents appointed jointly by the center and the New York University- 
Bellevue Medical Center; and in part by full-time employees of the community 
who will exercise hospitai and health center functions under unified leadership. 

All general practitioners in good standing will have staff privileges in the center. 
Salaried specialists, working only in the center, will serve in a consultant and team- 
work relationship with the general physicians when needed and will be responsible 
for supervising the training of residents and interns assigned to the center from 
New York University-Bellevue Medical Center. Medical students from three dif- 
ferent schools—New York University, the University of Pennsylvania and the 
State University at New York City—will be assigned for varying periods to the 
center, where they will work with both general practitioners and specialists. Here 
they will have an unusual opportunity to participate in many, and observe all 
facets of a far-reaching community medical program which includes not only in- 
patient care but a diagnostic center, general practice residency, periodic multiple 
screening, panel discussions in health education of parents and lay groups of many 
types, and a mental health program centering around a team of psychiatrist, 
pediatrician, social worker, public health nurse and psychologist serving as a con- 
tinuous focus of inservice training for other health personnel in the area. 

The specialists all must qualify for faculty appointments at New York Univer- 
sity-Bellevue Medical Center, and are continuously available to students and house 
staff in the center, as well as committed to facilitating the efforts of the rural physi- 
cians working in the center. 


Participation by Interns and Residents 


The use of intern and residency experience for orientation to community health 
problems was considered very briefly. One of the stumbling blocks in training 
medical students to a comprehensive view of health services is that much of 
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their instruction is given by interns and residents experienced on hospital wards 
but without any experience in practice outside of institutions. In many of the 
teaching programs described above, however, the house-officer staff of teaching 
hospitals is closely involved. This, of course, is true where representatives of 
preventive medicine and social service take part in ward rounds. In the home care 
programs at the Medical College of Virginia and at Boston University, as has 
been described, students have clinical reviews with residents, and this staff par- 
ticipates in the home care program. This is also true at Cornell in connection with 
its comprehensive care and teaching program. 

One obstacle to such participation may be the requirements of the specialty 
boards for qualifications which put blinders on a broader program. This has been 
resolved in some instances by getting approval from a chairman of the specialty 
board for application of the interns’ and residents’ time devoted to participation 
in such programs. 

A somewhat unexpected influence is being brought to bear upon interns and 
residents as a result of family health advisor programs: frequently when a mem- 
ber of the family which has been followed by the student is admitted to the 
hospital, the student is in a position to use his intimate knowledge of the family 
to call attention to factors in the home having a direct bearing upon the illness. 
The tables are turned: student is teacher and intern is student. 


ll. Some Practical Approaches 


There are, of course, many real problems posed by the development of these 
newer programs. First, what is being sought must be exactly determined, whether 
a change in the content of knowledge or a change in attitude. The need for defined 
purpose is clear. 

A correct balance between service aspects of such programs and teaching re- 
quirements must be established. As has been previously noted, the usual ex- 
perience of students in clinics is often of limited value because outpatient de- 
partments are too directly geared to service, often to the detriment of teaching. 
We recognize that there may be similar dangers in programs where students 
participate in the provision of medical care to patients in their homes, and believe 
that if the community is to serve as a teaching laboratory such dangers must be 
avoided. 

Similarly, research in preventive medicine, when the community is used as a 
laboratory, is often closely inter-related with the administrative and service func- 
tions of voluntary and official community agencies. Careful planning is required 
to establish a study which meets the criteria of the scientific method and avoids 
biases introduced by administrative or service procedures themselves. 

Finally, the teaching methods and the amount of personnel required for suc- 
cessful operation of such programs must be carefully explored aud the problem of 
time allocation faced. 
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Our conference did not attempt to formulate detailed answers to these im- 
portant questions, but rather suggested a number of general approaches. 

Dr. David P. Barr, for example, in describing the program at CorNELL, listed 
several prerequisites for the effective teaching of comprehensive care in outpatient 
departments as follows:* 


1. The most crucial requirement is a group of influential clinical teachers 
representing several, if not all, of the departments engaged in the teaching 
of third- and fourth-year medical students. 

2. Facilities which encompass all of the needs for diagnosis and treatment 
must be available. 

3. There must be close relationship between the outpatient department 
and the social agencies in the community. 

4, Admission policy to the outpatient department must be so reguiated 
as to supply a sufficient number of patients without overcrowding. 

5. The teaching programs of several of the clinical departments must be 
closely and constantly correlated. This need would apply with special ur- 
gency to the departments of medicine, pediatrics, psychiatry and preventive 
medicine. 

6. The curriculum of the school must be so arranged as to permit each 
student to attend the same patients over relatively long periods of time. 

7. There must be a staff which can devote itself without interruption to 
the organization, correlation and operation of the service and teaching. 


Many of these same requirements, of course, apply equally to other types of 
programs designed to demonstrate comprehensive health care, whether clinical 
teaching conferences, family care programs or whatever. 

Sufficient personnel, both full-time and part-time, must be available to provide 
proper direction and supervision of the student and to develop the program to a 
high level of medical care. It would appear that one or more full-time individuals 
are essential to the organization and administration of any comprehensive health 
care program. Part-time personnel in all clinical departments should, by assign- 
ment as preceptors to students, demonstrate practices of good community medi- 
cine. 

As has been seen in most of the illustrations given throughout this report, in 
addition to the staff of the department of preventive medicine, the teaching servi- 
ces of various clinicians are required. In certain circumstances, as described in Chap- 
ter IV, participation of staff members from the basic science departments is use- 
ful in rounding out the program. Representatives of medical social work are an 
essential adjunct. Consultation with representatives of the field of the social sciences 
is desirable to aid in the student’s general orientation and to aid in interpretation 
of his experiences. The contributions of other members of the health team are 


* See reference No. 1, p. 26. 
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vital to the student’s understanding of the programs with which he has contact. 
These include health officers, public health nurses, health educators and others. 

With the variety of types of programs here described, no standards are feasible 
or desirable regarding the amount of teaching personnel required. While it has 
been fairly well established that in outpatient departments the optimal ratio of 
instructors to students is about 1:1, instructor-student ratios for extramural 
instruction have not been developed. A study is now being conducted by a com- 
mittee of the Commission of Chronic Illness concerning the time and cost involved 
in 12 such programs. 

The sheer variety of existing programs contributing to the teaching of compre- 
hensive medical care also makes evaluation difficult. However, a number of points 
were listed for consideration as criteria. 

In examining the general characteristics of the service program, the following 
points should be considered: 

1. To what degree do all major departments participate? 
2. How does the status and prestige of the participants in the program com- 
pare to participants in other established medical school activities? 
3. Completeness. 
a. Are all branches of medical services included? 
b. What types of service are given? (domiciliary, ambulatory, hospitals, 
nursing homes, rehabilitation centers, etc.) 
c. What ancillary services, such as social service, public health nursing, 
are included? 
d. What is the extent of health maintenance service, such as well-child 
supervision, periodic health examinations? 
e. What is the degree of availability to patients, initially and as needed 
for follow-up? 
4. Is there responsibility for continuity and integration of service to the 
patient? 
5. What is the degree of attention to the interpersonal relations of the pa- 
tient? 
6. Is financial support adequate to maintain the program? 
7. Does the plan serve patients in a defined geographic area? 

In examining the teaching values of such programs, the following are suggested 
as basic considerations: 

1. Is the patient load representative as to types of problems to be encountered 
in practice? 

2. Is there effective supervision of student experience in the physical, emo- 
tional and social aspects of the patient’s problems? 

3. How frequently are seminars and case conferences conducted? 


4. Does the student receive adequate orientation regarding community 
resources? 
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5. What degree of responsibility is the student given? 

6. What is the length of time and continuity of student service? 

7. What is the extent of sustained responsibility for the patient’s welfare, 
even though referral to other consultants or services is necessary? 

8. Does the program provide opportunity for teamwork with other profes- 
sional personnel, medical and nonmedical? 


Finally, the research attitude of program leaders should be noted: 
1. How is effectiveness of the program in teaching students measured? 
2. Is the program being conducted in connection with a research program, 
basic or applied? 


Leadership in introducing teaching programs in comprehensive care has been 
taken by various departments in different medical schools. Departments of medi- 
cine, pediatrics and psychiatry, as well as preventive medicine, have pioneered, 
usually in cooperative ventures. Under whatever arrangements, development of 
such programs calls for administrative understanding and wholehearted support 
throughout the medical school, just as effective teaching in them requires in- 
terested and skillful teachers who can work well together. Where these teaching 
programs are organized to demonstrate continuity of patient care in the hospital 
and at home and use community health resources, understanding and support 
are likewise required in the university, the hospital, the outpatient department 
and community agencies. 

A department of preventive medicine is well equipped to take an active part in 
the development of such programs since it has skills in integration through its 
frequent activities in coordinating facilities and personnel and since it usually 
serves as liaison between the medical school and organized community health 
activities. The department’s function may be that of leadership and full adminis- 
trative responsibility; cooperation with other leadership in development and 
administration; or stimulation of faculty awareness and interest. The teaching 
programs which have been described show how departments of preventive medi- 
cine have assumed different degrees of leadership in different schools. 

But wherever the impetus originates for undertaking a home care plan, or any 
other program designed to teach comprehensive care, the planning of such a pro- 
gram requires the participation of: 

1. Clinicians who are thoroughly familiar with modern medical practice. 

2. Faculty members from various departments who understand the structure 
of society and community organization as it affects health care. 

3. Individuals who have a knowledge of the principles of administration, 
including the organization of personnel, facilities and services that provide 
health care. 

4. Individuals who have a knowledge of the quantitative approach to group 
phenomena of health and disease. 
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lll. Conclusions 


Through participation in clinical teaching in programs designed to demonstrate 
comprehensive health care, a department of preventive medicine can strengthen 
the realization of the over-all objectives of medical education as it helps the student 
to attain basic skills: “In eliciting an accurate and adequate history; in the use of 
assembled data to provide a valid diagnostic appraisal and an effective course of 
action, calling upon additional specialists’ services and community services as 
needed; in winning and holding the confidence of patients and their families; in 
working in the medical team of physicians, nurses, social workers, physical 
therapists and others; in working in the community team of official and voluntary 
institutions and agencies providing health services.” 

Further, experience in such programs helps the student gain an understanding 
of the professional and ethical principle: “Of being willing to accept the responsi- 
bility for the initiation and continuing coordination of all of the efforts directed 
toward the patient’s problem or problems as they relate to his health.” 

The need for continuing appraisal of these new programs was emphasized. As 
one member said: “We need to develop further experiments in comprehensive 
medical care, we need to study them, to evaluate them, to do research on them, 
so that in five years, when perhaps we will meet again, we may have much more 
factual knowledge around which to center our discussions.” © 
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Chapter VI 
The Medical School and Community Setting 


of preventive medicine in teaching and research. Recorded here are some of the 
ideas of the conference relating to the setting which was thought to be conducive 
to the satisfactory realization of these opportunities. This chapter also considers 
the fourth general question posed to the conference by Dr. Darley: “How, and 
to what extent can the medical school help to improve the quality of community 
health activities?’ 


|. The Place of Preventive Medicine in the Medical School 


Departmental Status 


Because preventive medicine has so many affinities with other departments of 
the medical school, both in its teaching and in its research, some persons hold 
that separate departmental status is not necessary or desirable. For one thing, 
they believe that a separate department may cause duplication of teaching, and 
ask whether there is any inherent reason why instruction in epidemiology, for 
example, cannot be given just as well by another department, such as micro- 
biology. Likewise, they say, since many other departments such as pediatrics 
and psychiatry now try to give students experience in comprehensive care of 
patients, departments of preventive medicine cannot claim an exclusive contribu- 
tion in emphasis on community health resources. Finally, since all clinical de- 
partments should teach the preventive aspects of their fields, it is thought that 
having a separate department of preventive medicine may tend to dim their 
sense of obligation to carry out this function. 

In general, those who claim that departmental status is not necessary or not 
desirable believe that preventive medicine has no special skills of its own to justify 
its existence as a distinct field, and that having a separate department may lead 
to either duplication or to gaps in teaching. 

These arguments were seriously considered, but in general the conference felt 
that they were not of a kind to outweigh the advantages to the medical school in 
having one department exclusively focused on the preventive aspects of medicine. 

We agree that the kinds of knowledge and the kinds of skills found in our field 
are indeed applicable far beyond the boundaries of segmented departmental 
teaching. It is, in fact, the very general applicability of this knowledge and these 
skills that makes it desirable to assemble a core of teachers expert in these matters 
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in one place—so that their contributions may be assured of being available and 
may be used most advantageously throughout the medical school. 

To take the example used above, certainly epidemiology must be part of the 
teaching of a department of microbiology. Certainly, also, it must be part of the 
teaching of many other departments as well. The danger of having the prime re- 
sponsibility for teaching this widely associating discipline identified narrowly 
with any one particular field, such as microbiology, is that the student may not 
discover its necessary correlations with the other parts of the whole range of medi- 
cal science and practice. The same is true of many other matters taught by a 
department of preventive medicine. 

While the development of teaching programs to demonstrate comprehensive 
care is, or should be, a concern of many other departments and almost by defini- 
tion cannot be an exclusive concern of any single one, the close familiarity of 
preventive medicine with over-all community needs, organization and resources is 
a particular asset in the development and conduct of almost any such type of 
program. Working out methods whereby students may gain meaningful experience 
with the application of comprehensive medicine in the community has been and 
continues to be one of the particular contributions of departments of preventive 
medicine, as has been illustrated in previous chapters. 

An autonomous department, again, may better conceive and execute research. 
It greatly facilitates the entrance of able young physicians into the field, both 
for teaching and research. 

In brief, we consider that the department of preventive medicine has a special 
area of responsibility which includes but goes beyond the instruction of students 
in particular subjects. It must function reciprocally with every other department 
so that the medical school may produce graduates who are genuinely interested 
in health promotion and competent in the techniques of disease prevention. It is 
the combination of certain knowledge and skills with a certain point of view that 
is the unique contribution of a department of preventive medicine, not an array 
of exclusive skills. Dr. Stanley E. Dorst expressed this point very clearly: 

“Surely we have been placing too much emphasis upon the possession of a 
‘special body of skills’ as a primary reason for the development of separate de- 
partments of preventive medicine in many of our medical schools. Many of the 
basic science departments such as physiology, biochemistry and pharmacology, 
in a large measure share the same basic skills. I would go farther and say that 
many of our clinical departments are not to be differentiated on this basis, and 
contend that medicine, pediatrics and neurology all employ the same skills. This 
emphasis upon special skills may have been justified in an earlier day, but as 
medicine has become more complex, other values have determined the existence 
of special departments within a medical school. 

“As the complex mosaic of modern medicine develops, certain groups with 
special interests, developing naturally with the division of labor in an increasingly 
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expanding field, came to possess special knowledge—and knowledge surely tran- 
scends skills. Knowledge through experience, that is the application of knowledge 
to the day’s work, leads to understanding, and understanding is certainly the end 
of all education. It is, then, the acquisition of a fund of special knowledge and the 
understanding of the usefulness of this knowledge which, in my opinion, deter- 
mines the right of a department to stand as a separate entity within the organiza- 
tion of a medical school. 

“If this be true, then preventive medicine is certainly justified in claiming 
departmental status. You have a special knowledge which is not shared by your 
colleagues in the medical faculty—you understand the significance of that knowl- 
edge, and both the knowledge and your understanding are essential to the education 
of a medical student.” 

The thought that a separate department may promote duplication or gaps in 
teaching was believed to have little validity when preventive medicine is ade- 
quately integrated with other departments in teaching or service. As has been 
seen, a major focus of the conference was discussion of the need for such integra- 
tion and consideration of practical ways to achieve it. Clearly, the responsibility 
of the various clinical departments for teaching the special preventive aspects of 
their fields should be sharpened, not dulled, through working association with 
members of a department particularly concerned with promoting health and 
preventing diseases in all fields. 

Furthermore, the fact that the functions of a department of preventive medicine 
overlap those of many other departments may under many circumstances be an 
advantage rather than a disadvantage, since the department provides a common 
ground for conducting activities involving a number of departments. This follows 
the obvious principle that, as one member expressed it, ““The greater the degree 
of specialization within a group, the greater the need of a counter-balancing wheel 
to aid in the coordination needed for a cooperative enterprise.” 

As another member stated, however, “If we may look forward to an ideal, a 
separate department of preventive medicine should not be necessary. Such in- 
deed is true of many other medical subjects now delineated on a departmental 
basis. The future may well see some of these subjects so integrated into the pro- 
grams of teaching and application as therapeutics has been, that the correspond- 
ing department may follow the path of the old department of therapeutics. The 
structure of medical schools at the present time, however, is such that an autono- 
mous department or division is required.” 

Departmental status, of course, implies participation in matters having to do 
with policy making and curriculum; professorial rank for the head of the depart- 
ment; and adequate staff, quarters and budget. For research, suitable space and 
equipment must be available, and there must be access to experimental material, 
whether it be in the clinical field or in some other field. 

Our conference did not try to draw blueprints for budget, personnel or curricu- 
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lum hours, recognizing that each school must work out its own answers to these 
important questions. The special problems of financing research in preventive 
medicine, however, were particularly noted. 

Many of the studies in preventive medicine involve supervision of or contact 
with large groups of people for a long period of time. This may be extremely 
expensive, requiring both stable and sufficient financing. Securing funds for such 
research means competing with short-term laboratory and clinical studies which 
are frequently favored by fund-granting agencies. While it may be expected that 
special funds will be available for the support of the additional personnel and 
facilities necessary for long-term research projects, naturally the basic costs of 
personnel, facilities and equipment must be met from the regular departmental 
budget. 

Certain general information about the present status of departments of pre- 
ventive medicine was compiled for the conference. As regards administrative 
structure, among the 83 schools from which information was available, there are 
independent departments in 54 schools; preventive medicine is a subdepartment 
of medicine in 7 schools; it is combined with various other departments in 14 
schools; and has no departmental status in 8 schools. 

In terms of personnel and space, the information which was obtained is in- 
cluded in Appendix F. Information concerning budgets was not collected in 
sufficient detail to be reliable or useful.* 


interdepartmental Relationships 


No detailed information on the extent of integration of activities of departments 
of preventive medicine and other medical school departments was secured. How- 
ever, during the conference the Committee on Interdepartmental Relationships 
conducted a spot check of its members, consisting of faculty and deans from 19 
different schools.f With respect to teaching among this group, the greatest degree 
of integration had been attained with medicine, microbiology, pediatrics and 
psychiatry, in that order. Except with the department of medicine, in terms of 
service to the hospital and to the community, and in terms of research, less than 
one-third had association with another department. 

If this sample represents existing relationships of preventive medicine with 
other departments, the level of cooperative activity falls far short of the ideal. 
As has been reflected throughout this report, our conference repeatedly stressed 
the necessity of bringing into focus the activities of many departments, preclinical 

* A more detailed analysis of these matters will be found in the “Survey of Medical Education,” 
which was conducted under the auspices of the Council on Medical Education and Hospitals of the 
American Medical Association, and the Association of American Medical Colleges. (Deitrick, John E., 
in the United States at Mid-Century,” McGraw-Hill Book Co., 
New York, 1953. 


+t This information is based on a hasty recall by the participants, and is in no way full or exact. How- 
ever, only examples of actual integration were considered, whether officially recognized or not. 
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and clinical, for the most successful teaching of preventive medicine both in the 
study of health and the natural history of disease, and in teaching the practice of 
preventive medicine on hospital wards, in outpatient departments, home care 
and family service plans, and the many other teaching situations which have been 
described. As has also been stressed, interdepartmental cooperation is equally 
important for research in preventive medicine. 

Obviously, the degree of interdepartmental activity will depend on the particu- 
lar functions of these departments and the particular interests of their members. 
It will also vary with different schools and with their opportunities. In order that 
cooperative purposes and efforts be furthered and successfully integrated, how- 
ever, regular channels for communication of ideas between faculty members are 
essential. Two ways of accomplishing such communication were briefly discussed. 

Joint Appointments—In some schools, joint appointments provide useful op- 
portunities for integration of objectives and activity. The fulfillment of certain 
criteria seem to be essential for the successful operation of joint appointments. 
First, of course, the job of a person with a joint appointment must be one he likes 
to do. His activities in both departments should have a definite place in his long- 
term programs of training and professional advancement. Misunderstandings are 
often avoided when responsibility and salary derive largely or entirely from one 
department. There must be a clearly established place for him to work. Finally, 
the time required for meeting each of his responsibilities should be clearly de- 
lineated. Lack of clear understanding and demarcation of function have been the 
usual causes of confusion and dissatisfaction. 

Several of our members who have had experience with joint appointments 
emphasized that such appointments do not reduce the total size of the staff 
needed, and should not be made with this purpose in mind. On the contrary, 
multiple departmental affiliations often require more staff and budget. 

Interdepartmental Meetings—Interdepartmental conferences and meetings have 
been used profitably to discuss curriculum and conduct of teaching. Such meetings 
also may be concerned with the actual content of teaching as it is carried out, in 
addition to course schedules. In one school, for example, several members of 
different departments regularly go over their lecture notes with a member of the 
staff of preventive medicine so that he may introduce or point up factors relevant 
to prevention which might be included. 

In general, we feel that every school should review the means which are avail- 
able to it for common action among various members of the faculty in different 
departments, to bring out group action in actual practice. Certainly the depart- 
ment of preventive medicine benefits by continually examining its own teaching 
in relation to the teaching of every other department in the medical school, 
considering possible points of integration to meet existing needs. This appraisal 
also should embrace the areas of administration, research and service. 
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ll. Staff or Consultants from Outside the Medical School 


Since the turn of the century, medical schools have added faculty members 
from a wide variety of skills and disciplines. Medicine and medical education, 
despite the high degree of specialization within the profession, no longer depend 
solely upon the physician. Chemists, physiologists, pharmacologists, physicists 
and others are today considered indispensable members of teaching and research 
teams. This process of enrichment is never static; newer professional skills con- 
tinually enter the medical school setting. 

Our conference discussed the potential and actual contributions to preventive 
medicine which may be made by specialists in the social sciences, in public health 
and by persons engaged in community health activities. Some of these specialists 
come from within other departments of the university, others from the com- 
munity itself. 

From Within the University 

One of the principal benefits that the medical school enjoys by being part of a 
university is the wealth of possible interchange among the broad variety of 
disciplines represented. The best interests of preventive medicine are furthered by 
strong relationships with many university departments. 

Social Science Departments—There are optimal times when different disciplines 
join forces. As in the past, social science still observes and studies the actions of 
groups of people, in contrast to medicine, which focuses on the individual person. 
Now, however, the interests of both are coming together in examining the question 
of what the culture does to the individual. So, as medicine not too long ago con- 
verged with the physical sciences, the time may now be ripe for such convergence 
with the social sciences. 

There has been for some time a growing tendency to bring disciplines such as 
anthropology, sociology and social psychology into the medical classroom, labora- 
tory or hospital wards. The introduction of these newer specialists to medicine is 
often disturbing to those who believe that physicians should limit their activities 
to the diagnosis and treatment of disease. These critics believe that there is an 
essential dichotomy between the biologic and the social sciences—that the doctor’s 
job is to heal the sick, and that it is up to the social scientists and social reformers 
to discover and improve the conditions that may predispose to sickness or per- 
petuate it. 

The members of our conference, however, being primarily concerned with 
enhancing health and preventing disease, believe that the physician’s function 
extends beyond diagnosis and treatment and that many and varied disciplines 
must contribute if physicians are to expand the knowledge of causes and the 
application of preventive measures. Stressing the latter point one member re- 
marked: “Biological information and techniques are worthless unless they are 
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delivered. Then, on this account, sociology and other special fields such as public 
health administration are valuable and useful.” 

For example, the discovery that goiter is endemic in populations with iodine 
deficiency and the determination of the amount of iodine which must be added 
to the diet of this population were basic to the control of this disorder. For the 
incidence of goiter to be actually lowered, however, a way had to be found to 
introduce iodine into the routine diet of this population in a form that would 
be both acceptable and economically feasible. This called for cooperative efforts 
between medical science and many other groups—hence, iodized salt. 

The social scientist in the medical setting has multiple opportunities, one of the 
most important of which is to participate with his medical colleagues in research 
into problems of which both are aware but which go beyond the present knowledge 
of either. Whenever groups of people are the object of research, the approach 
concepts and techniques of sociology and other social sciences are applicable and 
valuable. Growing interest in the ways in which social relationships modify 
disease patterns and concern for the measurement of the effects of medical ac- 
tivities upon groups of people augment the need for exploring the potential values 
to departments of preventive medicine of working with these fields. 

Consultation with social scientists in appropriate fields may be useful, likewise, 
in developing programs to demonstrate comprehensive health care. For example, 
demographic studies can provide information insuring that representative cross- 
sections of the population are included in such programs. Studies of patterns of 
community leadership may help in the establishment of new programs. 

Collaboration between medicine and these disciplines is so new that no set 
patterns of relationship have developed, nor should any be imposed. In some 
circumstances, collaborative studies will be pursued best when representatives of 
other professional disciplines are included on the staff of the department of 
preventive medicine. However, full consideration must be given to the possibility 
that these workers may be cut off from contact and identification with others in 
their own special fields. Joint appointments are one way of avoiding such dangers. 

In teaching, social scientists may help in many ways to widen the student’s 
perspective of medical practice in relation to the total social setting of which it is a 
part. They may also help the student to appreciate some of the kinds of problems 
involved in carrying out a prescribed course of action, as noted in Chapter IV. 
It was repeatedly emphasized, however, that the social scientist is still very much 
in the process of finding his way in this new area. As he learns more of the roles 
of the groups which comprise the medical team, learns more of the language of 
the team and reconciles his own terminology with ours, and learns more about 
his position on the team, he becomes a more valuable member of the team. 

Schools of Public Health—In universities where there is both a school of medi- 
cine and a school of public health, close relationships in teaching and research are 
mutually advantageous. 
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For example, at HARVARD in the fields of psychiatry, pediatrics and obstetrics, 
as well as in the natural sciences, the implementation of joint programs by teachers 
of the two faculties bring points of view and skills that would otherwise be im. 
possible. 

A somewhat different approach has been adopted at Jouns Hopxins. Begin. 
ning in the academic year 1952-1953, the School of Hygiene and Public Health 
has been given a definite part of the responsibility for teaching public health and 
preventive medicine to medical students. This responsibility is being discharged 
jointly with an interdepartmental committee of the School of Medicine, a clinician 
serving as chairman. 

This new teaching program at Johns Hopkins was undertaken as an expression 
of the particular philosophy of the committee of the medical faculty charged with 
considering the place of preventive medicine in the school. In this committee’s 
view, preventive medicine has two distinct aspects: that which concerns the in- 
dividual patient—where clinical departments should have teaching responsibility, 
and that which concerns groups of people—where the school of public health 
may have teaching responsibility. Such an experimental program is possible at 
Johns Hopkins since the School of Hygiene and Public Health is physically situated 
in close proximity to the School of Medicine, and members of its faculty have 
taught medical students for many years. ; 


Teaching from Sources Outside the University 


Departments of preventive medicine often use supporting personnel drawn 
from the community. Arrangements are frequently made with voluntary and 
official agencies to secure competent part-time teachers. This personnel should be 
of such caliber as to receive faculty appointments, and there should be appropriate 
salary arrangements commensurate with teaching responsibilities. For example, 
at Jouns Hopxans again, the obstetrician in the maternal and child health clinics 
is also associated with the state health department and has an appointment on 
the faculty in the department of obstetrics. His teaching covers clinical subjects 
as well as responsibilities in public health. 

Such arrangements may work both ways; members of the staff in preventive 
medicine may take on part-time commitments with community agencies. It was 
reported that at least five professors of preventive medicine have served in dual 
appointments, acting as heads of local health departments as well as fulfilling 
their medical school responsibilities. 

Just as joint appointments within the medical school require careful planning, 
caution must be observed where joint appointments are made by two separate 
agencies. One person must not be expected to handle two full-time jobs. The in- 
dividual must be fully qualified for both kinds of jobs; working arrangements must 
be clearly understood and agreements concerning division of time be scrupulously 
followed. The danger that politics may confuse issues and cause divided loyalties 
must be recognized, particularly when a head of a department of preventive 
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medicine serves also as head of the local health department. In some communities 
the political situation precludes arrangements of any sort which involve the use 
of official agencies for teaching. 

Some members challenged the basic premise of using part-time men in the de- 
velopment of departments of preventive medicine, believing that such arrange- 
ments have not in the past added greatly to either clinical teaching nor to re- 
search, and may threaten proper departmental functioning in our field. Most 
members believed, however, that a combination of community service and pre- 
ventive medicine teaching, when properly planned with clearly defined responsi- 
bility, is, on the contrary, desirable for both purposes. 

As one member stated, “The person who is working part-time on a medical 
school faculty and working part-time in the community laboratory is actually a 
full-time worker in the field of comprehensive community health activity. There- 
fore, we should not be too worried about it. . . . If one looks at the development 
of medical education, when we took over bedside teaching in hospital wards it 
was done on a part-time basis for a while, then it was discovered that we needed 
full-time teachers on those wards. We may come to that in our field, but I think 
if we can really get the concept of the community as a laboratory we won’t be so 
worried about these joirt and so-called part-time jobs.” 


lll. Are Comprehensive Health Care Programs Necessary 
for Teaching? 


The need for experimental work areas for preventive medicine has been amply 
illustrated throughout this report: besides access to laboratories within the 
medical school for our research, we believe that the community itself provides 
such a laboratory; besides access to patients on hospital wards and clinics, we 
believe that the community again offers opportunities as a teaching laboratory, 
both in helping students understand the nature of community resources and in 
observing patients in their homes. Rather than endorsing any one particular type 
of teaching program, whether in general clinics, family care programs or whatever, 
we underlined the need for experimentation with many types of programs de- 
signed to demonstrate to students the scope of comprehensive health care and 
services. 

However, recognizing that there is far from universal agreement that such 
programs in fact do merit consideration and trial, some of the arguments most 
frequently raised against them were considered by our conference. 

While agreeing that it is essential for physicians to consider the social 
and preventive aspects of medicine, many members of medical school fac- 
ulties believe that the traditional departmental teaching on wards and in 
specialty clinics of vutpatient departments gives the student an adequate ground- 
work of experience in these matters. When physicians finish their hospital train- 
ing and actually begin to practice medicine, it is thought, they quickly learn to 
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meet wisely and imaginatively the day-to-day needs of patients for health super- 
vision, medical care in long-term illnesses and rehabilitation, and to properly use 
community health resources. 

Although objective proof is lacking either to support or negate this assumption, 
our conference considered that these and other skills in comprehensive patient 
care are too important to be left to chance, and should be developed as part of 
the student’s regular training. As one bit of evidence to challenge the belief that 
doctors automatically pick up the requisites of comprehensive health care after 
graduation, experience from the Health Resources Survey conducted by students 
from HARVARD was cited. 

Here for five years the students have been engaged in these surveys, as de- 
scribed in Chapter IV, and cover at least one community in each of about 30 
states every summer. In the course of assuming that they were in practice and 
attempting to take care of their hypothetical patients, they have talked to doctors 
in these communities and investigated available community resources. Their 
professor reports: “They all come back with the same statement, and they are 
surprised by it. They say, ‘It was very curious, but the doctors that I talked to 
didn’t seem to know what facilities were available within their own community 
which could help them care for their own patients’.” 

Another frequent objection to the development of new programs is raised in 
the belief that comprehensive health care can be taught adequately within the 
existing structure of the curriculum by expanding existing facilities. Yet the record 
to date indicates that this point is probably invalid. Each department’s interests 
quite naturally focus on research, diagnosis and treatment in its own special field. 
Consequently, it would seem that teaching designed to achieve a broader view 
must come through a correlated interdepartmental program under definitely 
assigned and accepted leadership. 

A third objection is that community health is so fractured by multiple services 
that their successful use for teaching is impractical. The conference believed, 
however, that the times demand that students become aware of just these com- 
plexities. Detailed knowledge of each and every community resource is clearly 
not our objective. 

The most serious criticism of such new programs is that there is insufficient 
time for them in a four-year curriculum without sacrificing basic scientific training 
and other necessary experience. While it is fully appreciated that presentation of 
scientific knowledge and the art of its application to the problems of the sick are 
in themselves formidable assignments, our conference believes that careful and 
thoughtful curriculum planning can permit students to obtain a broader ¢x- 
perience without any loss of essential departmental teaching. For example, in the 
CorNELL comprehensive care and teaching program, five departments are now in 
continuous contact with students for four and a half months, whereas before 
their teaching was in mutually exclusive short blocks of time. A student’s out- 
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patient experience now, in fact, includes teaching from more departments than 
before their program was initiated, and it is a really coordinated experience. 

Furthermore, with all due respect to the great gains made in medical educa- 
tion under the present system, we suggest that many hours of the four-year course 
are spent in activities which have little relevance to the undergraduate training 
of an “undifferentiated physician.” A thoughtful review of the daily calendar of 
the busy student might well lead to a release of adequate time for orientation to 
the patient in the setting where the doctor will see him most—in the home or the 
office, and for the development of a more inclusive point of view to the physician 
who engages in other health activities. 

Theory and practice are different matters. Whether teaching time should be 
released by other departments is, of course, a different question from whether it 
will be, at any given school. In presenting a report from our conference to the 
Association of American Medical Colleges, one of our members praised the gen- 
erosity of a particular department in giving up some of its time to preventive 
medicine for a certain aspect of our teaching. A dean seized on this remark to 
query, acidly: “Is ‘time’ departmentally possessed?” Realistically, of course, it is. 
The success of instituting newer programs depends ultimately on the philosophy 
and teaching objectives of the school and of the heads of its major departments. 

Finally, such programs are criticized because they pose additional budget prob- 
lems. Like the question of teaching time, the problem of finance is inter-related 
with other considerations and must be met on the basis of the individual school’s 
situation, its decisions as to what it wants to teach, and what use it wants to 
make of its available personnel. 

Some of the programs described in this report have required no budgetary 
increases. Some, as at RicHMOND and at New York University, depend on using 
a service program already operating in the community. In considering resources 
for teaching various aspects of comprehensive health care, better use of existing 
service programs should be explored. For example, carefully worked out preceptor- 
ships and community hospital experience for students offer a fertile training 
opportunity which makes no demands on existing school budgets. For more com- 
prehensive programs the addition of personnel is probably mandatory, but the 
additional expense seems well justified. 


IV. Improving Community Health Resources 


What is the degree of responsibility of a medical school to its community? 
When this question concerned the improvement of community resources for better 
teaching of medical students, the conference seemed in general accord. When it 
concerned the larger aspects of community service, there was more lively discus- 
sion. 

There was agreement in principle that where a community service program is 
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desirable for teaching purposes, a department of preventive medicine may prop- 
perly take an active interest in its development or improvement. 

As one member stated: “To afford a better training experience for the students, 
the medical school—perhaps almost specifically the department of preventive 
medicine—should assume some responsibility for initiating programs of medical 
care in the community. I look upon this responsibility as very similar to the re- 
sponsibility of any other department head. The head of a department of physi- 
ology, for example, has a very distinct responsibility to obtain the best depart- 
mental laboratory that can be obtained for the teaching of his students. And s0, 
too, the head of a department of preventive medicine has a responsibility for 
seeing that his students get the best possible experience in the community in 
those various agencies which he uses for the teaching of his students.” 

The debate became most active, however, in considering the final general 
question posed to our conference: 


How and to what extent can the medical school help to improve the quality of 
community health activities? 

Obviously the primary contribution of a medical school in improving the quality 
of community health must be through preparing well-qualified physicians at the 
undergraduate and graduate level—flowing on into programs for continuing 
education; and through advancing scientific knowledge through research. In its 
teaching hospital, the school provides a quality of medical service to a limited 
segment of the population which, it is hoped, raises the level of practice in the 
particular town or city where it is located. Beyond this, the problem is to achieve 
a dynamic equilibrium between good medical teaching and good medical practice 
in the community. 

Some members of our conference feared that extension of medical school re- 
sponsibility for service to the community beyond the areas of research and teach- 
ing might upset the present balance of function and detract from the fulfillment 
of the primary objectives. 

While agreeing that a medical school must avoid assuming a burden of service 
so large as to constitute a danger to teaching and research, most members felt 
that with proper safeguards there is no inherent conflict between the primary 
function of a school to teach those who come for education within its walls, and 
the function of also applying the skills and the knowledge of its faculty to problems 
outside its walls. The success of the land-grant colleges’ schools of agriculture in 
this respect was noted. These schools demonstrate how it is possible to conduct 
simultaneously a program of education for specialized personnel in agriculture, a 
program of basic scientific research in agriculture and a program of application 
and broad community education in agriculture. 

In any event, it is increasingly evident that the medical school is being called 
upon to expand its activities in all three areas of teaching, research and service. 
Accordingly, it may be assumed that the medical school will carry new responsi- 
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bilities in research oriented to the social problems in medicine, in providing leader- 
ship in the development of community health services, and in working with and 
assisting other community health agencies. 

We emphasize that medical schools can discharge most of these new responsi- 
bilities effectively only if they are provided with additional resources of budget 
and personnel, just as in the past the extension of medical school activities to 
include bedside teaching depended upon expansions in trained personnel and 
teaching facilities. 

Leadership in Community Health Activities 

Even without such expansion, or perhaps as a prelude to it, the medical school 
can offer leadership and guide the development of needed health programs and 
activities by other community agencies. One clear way to achieve this is for faculty 
members generally, not just the staffs of departments of preventive medicine, to 
take a working part in health councils, professional societies and on boards of 
community health agencies. 

At Cincinnati, for example, the municipally-supported medical school has 
over some period of time built up a close relationship with the community through 
these means. Twenty-five years ago many faculty members took part in organizing 
one of the early health councils of this country, the Public Health Federation. 
This body has been a tremendous force in developing and expanding the health 
services and resources of the city. 

Participation by the school has continued, and today a core of faculty members 
takes an active part in the Federation, its component councils and member agencies. 
Several of the faculty have served, and still do serve as members of the board of 
health, as officers of the Federation and as officers of the various professional 
societies. The Academy of Medicine meets in the medical school and uses many 
of its facilities, including the medical school library. This participating interest 
by the school in community life is one of the reasons why there has always been 
unusually close rapport between “town and gown” in Cincinnati. 

Partly due to faculty leadership, the Public Health Federation from the very 
beginning insisted upon cooperation with the medical profession, other profes- 
sional groups and lay civic leaders. The good relationships that ensued made 
possible many achievements in community health. Some of these are: a com- 
munity-wide diphtheria immunization program; reduction in the number of ap- 
pendicitis deaths foliowing an intensive detailed study of the mortality from this 
cause in the city; passage of a bond issue which permitted the development of a 
modern tuberculosis sanatorium; passage of a bond issue which brought about 
the erection of a modern chronic disease hospital; creation of a central mental 
hyzene clinic. 

Faculty participation in city health affairs also has brought the confidence of 
the community in the work of the medical school and has assured support for its 
many projects. The degree to which the community has given its trust is shown 
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by the fact that the university and medical school have the sole responsibility, 
without political interference, for the operation of the city’s general hospital, 
although it is entirely tax-supported. 

Participation by the faculty on survey and planning committees for improve- 
ment or integration of community health activities is another useful area of 
activity, since faculty members have a unique position of impartiality. The staff 
in preventive medicine particularly can contribute consultant services in the cor- 
rect use of biometric methods in survey planning. 

For example, in Richmond the needs for medical care of the indigent were 
surveyed in 1947 by the Richmond Area Community Council with active coopera- 
tion from the department of preventive medicine of the medical school. 

The recommendations resulted in the comprehensive health program described 
briefly in Chapter V. Replacing an unsatisfactory city-physician arrangement, 
the new program has produced a far greater range and volume of service. For 
example, there has been a marked increase in number of home calls—one per 
patient per year more—and almost twice the number of hospital days, for es- 
sentially the same amount of money as was formerly spent. This has been achieved 
by coordinating the activities of the many agencies involved, by utilizing the 
available resources more effectively and by maintaining a close administrative 
control. 

The record at Denver provides another example of leadership in community 
affairs provided from within the faculty of a medical school.* For decades both the 
state and city health departments were far below minimal standards for such 
organizations. These were separable problems, however, since the state organiza- 
tion operated with grossly inadequate budgets and archaic laws, but had a hard 
core of able, devoted and trained personnel. Denver could have provided a basically 
adequate program, but its city officials were uninterested, uninformed and patron- 
age-minded. 

For many years citizen groups had attempted to bring about improvements, 
but had always failed. Each effort, however, brought better understanding of the 
issues so that finally, separate intensive campaigns culminated in the successful 
reorganization of both the state and city health departments. 

Medical school faculty, particularly from the department of preventive 
medicine, participated both in the early attempts that resulted in failure and in 
the final efforts that achieved success. As a consequence, the medical school be- 
came better known in the community. Interlocking positions were created in 
which faculty members in psychiatry, obstetrics and pediatrics worked in both 
the state health department and in the medical school, resulting in improved 
service to the community and in better teaching of medical students. Many 
postgraduate courses are now jointly sponsored by the state health department 
and the medical school. The department of preventive medicine participates in 
community surveys designed to improve local health departments in the state. 
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The stature of the medical school has increased as a consequence. This has helped 
achieve increased budgetary appropriations for the institution. 

The benefits that flowed from a reorganizatic2 of the Denver Department of 
Health and Hospitals have been even more striking. The Denver General Hospital 
is now closely affiliated with the medical school. Better care is given to the medi- 
cally indigent of Denver because this care is supervised by the medical school 
faculty. The school now actively uses the hospital for teaching not only medical 
students but also student nurses, gaining a much needed expansion in its teaching 
facilities. Joint programs such as the General Medical Clinic are now in operation, 
making it possible for medical students, interns and residents to participate in 
broad training programs that emphasize the community aspects of medical 

ractice.* 
: On two occasions a revitalized city administration has called upon the medical 
school for one of its faculty members to assume leadership of the activities of the 
department of health and hospitals in time of real need. This close liaison has re- 
sulted not only in more effective community service but in much improvement in 
teaching. It has worked to the marked advantage of everyone. 


Continuing Education of Physicians and Other Health Personnel 

Medical schools are increasingly active in establishing programs designed to 
help practicing physicians and people in allied fields keep abreast of new develop- 
ments in medicine. There are many examples where departments of preventive 
medicine share in providing opportunities for carrying out this function of medical 
education by arranging short demonstration courses in cooperation with other 
departments of the medical school, hospitals and local health agencies. Many 
departments, for example, give periodic courses in industrial medicine, and col- 
laborate with other departments in refresher courses for physicians in such subjects 
as child health, cancer detection and management of heart disease in children. 
A number of departments have responsibility in postgraduate instruction of 
nurses. 

Likewise, teachers of preventive medicine may take part in the training of 
health workers in local community agencies, either by providing instruction and 
guidance in specific fields or interpreting the broad philosophy of preventive serv- 
ice. Some schools, such as at the UNIVERSITY OF WASHINGTON, conduct regular 
seminars for the public health personnel in the area. 

Where community health agencies are used for teaching, the medical students 
themselves may serve to stimulate the staff workers to keep up with current 
developments. “When a student visits an agency or institution he is delightfully 
frank and uninhibited in his inquiries. There is no particular reason why he should 
hesitate to ask about something which looks to him queer or inadequate. A more 
sophisticated visitor or official inspector might be shown only the bright spots, or 


* See reference No. 3, p. 10. 
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for reasons of diplomacy not wish to cause embarrassment by dragging out the 
dirty linen. But the student charges into a delicate situation, not realizing that 
it is delicate, and is free in expressing his opinion.””* 

Pilot Studies and Demonstrations 


Another frequent contribution to improvement of community health service 
is through pilot studies or demonstration programs organized under the auspices 
of the medical school, but designed to lead to action by other community agencies. 

The department of preventive medicine at New York UNIvERrsITyY, for ex- 
ample, made a year’s trial to test the practicability of discharging patients from 
a municipal hospital before they were ambulatory, and providing care through a 
home care program. A favorable report was made, and the hospital department 
of the city subsequently inaugurated a permanent home care program on a city- 
wide basis. 

A program conducted at VANDERBILT illustrates another type of demonstration 
project. Here the department of preventive medicine, in cooperation with the 
State Health Department of Tennessee, undertook studies of the distribution, 
incidence and control of malaria in the western part of the state. Laboratories 
were established in the county health departments of two different counties in 
successive years, staffed by a member of the department of preventive medicine, 
a technician and medical students. These studies, over a three-year period, were 
the basis for a control program by the state health department. 

State Planning 

As an example of even more extensive participation in community affairs, the 
health planning activities at the UNrversrTy oF NorTH CAROLINA were described. 
Here the university medical center has been charged by the state legislature to 
“develop a philosophy of medical education, research and medical care which 
will make it a service facility for the whole state.””* 

Instead of establishing an over-all state planning agency for health, the legisla- 
ture delegated this broad responsibility to the university, as an objective stable 
resource not subject to the storms of local politics. It is realized that special funds 
are needed for this purpose. Up to the present these have been supplied by the 
Rockefeller Foundation, but funds for the continuance of this function are being 
requested from the next state legislature. A special staff has been appointed so 
that no undue burden has been imposed on the regular faculty of the medical 
school. A number of other sections of the university are involved, such as the 
school of public health and the institute for research in social science. 

So far, the procedure at North Carolina has been to gather information county- 
by-county throughout the entire state, to learn of all the agencies that exist and 

* The use of the term “service” in this connection, it was explained, meant planning service, not actual 
provision of medical care by the university over and above its usual commitments in teaching hospital 
and clinics. It would also include extension services of various types as developed in regionalization 
programs. 
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the kinds of service that are required. “Out of this we expect to move ahead and 
decide on issues. For example, do the six agencies in the State which undertake 
services for the blind and visually handicapped do their job well, or don’t they? 
And how do they relate to one another? 

“We work together with the other two medical schools in the state on specific 
problems in which we have a common interest. For example, there are two of 
these schools only 12 miles apart—one of the first things we did was to work on a 
coordinated clinic schedule so that the relatively infrequently scheduled clinics 
would not be held simultaneously in both centers, thus making these services 
more frequently and generally available to the people living in the surrounding 
area.” é 

It is believed that this state planning activity will benefit both the teaching 
and research programs of the medical school by providing access to defined “‘com- 
munity laboratories” of varying characteristics. 

Some members of the conference, however, doubted whether such a high degree 
of participation by a medical school in community health was advisable. “How 
do you know that the state legislature won’t cut your appropriations, and hold 
the school to the same requirements with half the staff?” It was agreed that such 
extensive commitments were somewhat in the nature of a gamble, but that the 
benefits which probably accrue to the university generally, in terms of better 
community relationships, and to the teaching of preventive medicine specifically, 
in offering a broader setting for teaching and research, may make this gamble 
worth taking. 

In whatever sphere, some degree of active interest in the health of the com- 
munity was considered essential for staff members of departments of preventive 
medicine. ‘A professor of medicine can never be in an ivory tower, his patients 
are right there every day . . . but a professor of preventive medicine runs the risk 
of getting pretty theoretical about community health resources if he’s not mixed 
up in them.” 

Finally, in trying to realize another broad objective of medical education, 
probably only through the actual working example provided by his teachers in 
various departments of the medical school can the medical student gain an under- 
standing of the principle: “Of being mindful of his obligations to the community 
as a physician, with reference to the community’s problems of health and disease, 
and equally as a citizen.” 
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Chapter VII 
Commentary by Dr. Alan Gregg” 


FOLLOWING TALK by Dr. Alan Gregg, to a plenary session of the conference, 
put into sharp focus so many aspects of preventive medicine that it is in- 
cluded here in its entirety to serve as a general summing up: 

This is a command performance, a repetition of what I gave voice to yesterday, 
during one of your committee meetings, and I think therefore I might explain 
the circumstances under which I made the remarks. They were the effect of 
listening to a large number of comments and a somewhat jerky exchange of opin- 
ions that reminded me of a sign that used to be outside the railroad station in 
Tokyo before the war. The sign read: “S. Makamuri & Company, Transfer 
Forwarding Agents. Your baggage sent in all directions.” 

Now the comments were so frequently those of an additive nature, or occa- 
sionally a blunt dissent, that I got fascinated by the procedure simply as a study 
of confusion. 

Then it occurred to me that if some 25 persons went to Wisconsin and attempted 
to comment on the peculiar topography of that state, we would begin with con- 
fusion. We would have suggestions that the lake formation in Wisconsin is very 
luxurious and that most of the longer diameters of the lakes run from northeast 
to southwest. And how could that be explained? Someone would say that it is 
mere chance. But that wouldn’t be the answer. Why doesn’t it occur somewhere 
else? And then the reply would be that it does occur in Finland. 

Then a question would be raised as to the presence of drumlins, and somebody 
would say that was due to moundbuilders. And then somebody else would point 
out that those mounds don’t have anything in them. And that would be a partial 
but unsatisfactory answer. And then someone would bring out the fact that many 
of the rock outcroppings are marked with scratches that must have been done by 
some prehistoric people. And then it would be pointed out that all the scratches 
are single-lined with no figures, and they all seem to run in the same direction. 
And that would lead nowhere as an explanation. Then somebody would say that 
most of the boulders look as though they were water-worn. And people would 
say there couldn’t have been so many rivers running in so many different direc- 
tions. 

And at long last someone would come out with a hypothesis that the topography 
of Wisconsin can be explained by glaciation. And that would cover all the observa- 
tions and explain them all. 

* Dr. Gregg is vice president of the Rockefeller Foundation. 
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Now I want to offer in a very tentative mood a hypothesis about the confusion 
that I witnessed yesterday and to some extent today. And I’m going to take you 
far afield in the beginning. 

The Greek idea of virtue was that your conduct should be consistent with your 
convictions. That was in some contradistinction to the Roman idea of morality, 
which was that your conduct be that which was expected of your profession, your 
age, your sex and your status in society. And if you met those qualifications you 
were a moral person. 

It only takes a little reflection to realize that you can be moral today without 
being virtuous, according to those two definitions. You can do exactly what 
people expect of you but at the same time not follow your internal convictions. 
You can be moral without being virtuous, or you can be virtuous without being 
moral. As an example: 

If you were on the Pennsylvania Turnpike, where it is expected that you go 
60 miles an hour, there is your moral conduct outlined for you; but if as a piece 
of private conviction and knowledge you happen to know that both of your front 
tires are about to blow out, you had better, and you will go 35 miles an hour, 
even though everybody honks at you. You will be honked at if you don’t follow 
the morals. But still and all, in going 35 miles an hour, your conduct will be con- 
sistent with your convictions: you will be virtuous. And that, I think, is the main 
problem. 

Now this is a very risky thing to say to more than five people, but in order to 
convey the application of this idea of Greek virtue and Roman morality I would 
suggest your tentative reflection on the fact that what is commonly known as 
curative medicine is in the general field of morality, and that preventive medicine 
has the charm and bewilderment and the opportunity of being virtuous, because 
applying preventive medicine is behaving as we should behave in the light of 
what we know of the vast capacities of medical science. 

Preventive medicine has three characteristics. First of all it is mature, and it 
is towards the latter stages of the knowledge of medicine or the practice of medi- 
cine that we begin to think about what we should have been doing or should do 
in the light of our knowledge of the facts. And I would call attention in passing 
to the fact that the thing we all accept as the great condensed and beautiful 
statement of the ethical duties of the medical profession, namely, the oath of 
Hippocrates, has not one single reference to the duties of preventing disease. That 
is not the fault of the oath, but of the fact that at that time there was not enough 
knowledge of disease to involve ideas of prevention. 

Secondly, preventive medicine is comprehensive. And God knows, from the 
variety of suggestions of how many places the preventive attitude could be 
taken to, we’ve got ample proof of the fact that it is comprehensive. It is certainly 
comprehensive. And don’t complain if it is comprehensive, because by its nature 
it must be. It is the application of what is known, and what is known now is 
pretty extensive. It’s going to grow. 
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The third thing about preventive medicine is that I would describe it as being 
eventual, in a sense that after a man has looked at and worked in almost any field 
of medicine, towards the end of his life I think I’m right in saying that I detect 
an increasing interest in prevention. 

Now I suppose that this attitude of prevention came as a result, or as the latter 
of a series of steps. The first we might describe as the beginning and growth of 
nosology; namely, the recognition of disease, the description of disease and the 
definition of disease. 

Along with that growing classification of diseases there came, especially as the 
result of Pasteur’s work, and Lister’s, the realization that etiology was a formid- 
ably important part of the knowledge of disease. And with etiology as well as the 
principles that Pasteur was largely responsible for showing mankind, we got a 
glimpse of the true nature of communicable diseases. And that led off almost at 
a right angle into something quite new for medicine; namely, the concept of 
looking at the mass of human beings rather than just at the sick individuals. 
As a result of that enormously profitable way of looking at disease as it affects 
masses, there grew out two clear and firm new disciplines (they started as attitudes 
and ended up as disciplines); namely, epidemiology and biostatistics. And I 
don’t think we ought to quarrel with the fact that those two seem to float up to 
the surface of many of our minds as being some of the most important parts of 
preventive medicine, because they have now attained the stature of disciplines. 
And they are firm and they are solid and they are dependable. 

After that attitude of looking at disease as it affects the mass, there has come 
relatively recently the concept of ecology or what is covered by the term ecology. 
The emergence of such a subject as ecology is simply an example of the fact that 
our horizon is getting wider and wider. Ecology is a comprehensive term; it also is 
still in the position of being an attitude rather than, strictly speaking, a discipline. 

The ecological approach prepares us to accept the enormous value of sociology, 
because sociology takes as its subject of study the mass and the inter-reactions 
within the mass of population. 

Also, preventive medicine is coming to extend itself to the study of emotions. 
And I think it will be within the lifetime of practically everybody in this room 
for psychiatry, applied to large numbers of people and to their inter-reactions, to 
become a legitimate locus of inquiry by persons who are interested in preventive 
medicine. 

Now the place of preventive medicine is curious in the medical curriculum, 
and it is curious for this reason: the other divisions or specialties of medicine are 
distinct from each other, it seems, on the basis of considerations such as anatomical 
regions, or organs: ophthalmology, ear, nose and throat, gynecology, neurology— 
these are either areas of the body or they are organ systems. That’s one basis for 
separating our subjects. Another division is the operational attitude; the 
operational attitude being the line of cleavage between medicine and surgery. A 
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third is the age of the patient, from which we derive pediatrics and are in the 
business of deriving geriatrics. 

Can you say that preventive medicine is separable by similar lines of differentia- 
tion from the rest of medicine? No, it isn’t. Preventive medicine seems to me to 
be cutting the whole business in an entirely different plane. Preventive medicine 
seems to me to be a matter of attitude. And I shall define what I mean. For one 
thing, the attitude is that it is possible to combat disease, and that diseases are 
entities. Now the old Frenck aphorism “J/ ’y a pas de maladies, il n’y a que des 
malades,” meaning: “There are no diseases, there are only sick people,” is in my 
opinion essentially false, though useful at times. And my contention would be 
that preventive medicine says there are diseases, and their natural history and 
their inter-relationships to insects, for example, are matters of considerable im- 
portance—and more important in that we can attack them. 

If it is an attitude that we take when we say preventive medicine, I am not in 
the least surprised that nobody really wants to set a limit on research that will 
be under this grouping, because it isn’t restricted to an area, or an age group, or 
an exact method of operation; it’s an attitude towards diminishing disease and 
maintaining health. 

I think it would be extremely interesting just as an amusing experiment to run 
a little questionnaire of this group, “Please put down 20 signs of health.” Well, 
you know, every one of us, as fast as we could write, could put down 20 signs of 
disease. Why don’t we pay more attention to signs of health? I believe there are 
such. I got one from Professor Passmore in Edinburgh who said, “I know that I 
am healthy because there’s a little stream in the meadow that I have to cross 
before I get to my laboratory, and there’s a little footbridge over that stream. 
On the days when I dispense with the footbridge and take a run and a jump over 
that stream, those are the days that I know that I’m healthy.” 

That’s a smart observation, in my opinion. It really means that the prodigal 
expenditure of energy is a sign of health: when you indulge in the prodigal ex- 
penditure of energy, doing something in a very fancy way, you are probably not 
sick or depressed. 

The other point of this attitude is, and I now relate back to my Greek concept 
of virtue, that we are doing these things in behalf of people who are not doctors, 
who do not know the enormous strength that we can mobilize; we’re doing it in 
their behalf. And sometimes doctors don’t have that interest as deeply as they 
should. I’m reminded of a bitter story that I picked up in France which illustrates 
this attitude. A chAteau was on fire and the owner of the chAteau called his 
servants and the village population to his assistance. They didn’t have enough 
water so he changed his orders and told them to get the furniture out. And they 
were busy getting the furniture out when the master of his stables came up to 
him and said, “Sire, the stables have caught fire.” And he said, ‘““Never mind the 
stables, come and help with this furniture.”” The master of the stables looked him 
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dead in the eye and said, “Sire, no one could accuse you of taking a horse’s point 
of view.” 

Our attitude toward the existence of disease, it seems to me, should be one of 
resentment expressed in the phrase, “Why do these things have to keep occurring? 
Why do they have to continue? Why do they have to be, in the light of what we 
privately know?” 

That attitude will explain why the word “permeation” keeps coming up all 
the time, that “the preventive attitude should permeate all the departments.” 
Sure it should. It isn’t a separate category, it isn’t a separate part of the anatomy, 
it isn’t a separate age group, it isn’t a separate operational procedure; it’s an 
attitude: “Why do these things have to be—why can’t we attack this disease?” 

Now a little light-heartedly, I’ve taken a great risk in telling you that you are 
virtuous, or implying that you should be, where other doctors are only moral. 
And I want to catch you up a bit on that. Because, of course, people who have 
terrific convictions are in some measure dangerous. You will remember the defini- 
tion of a zealot as anyone who redoubles his efforts when he has lost sight of his 
- aim. Or the charming remark, somewhere in Kipling, ‘The most terrible thing in 
the world is a band of ruffians led by an aristocrat; nay, there is one more terrible: 
a group of Scotch Presbyterians arising from their knees to do the will of God.” 

Now I warn you of the conviction that your virtue will give you. And it is for 
. that reason, principally, that I want to repeat and underline Dr. Shepard’s re- 
marks about the importance of health education, because if we don’t get people 
to ask us to do what we want to do and know we can do, we will be swiftly in 
the position of dictators, and pretty cruel ones, and will be resented as that and 
lose our status, amateur or professional. 

We want to get people to understand what medicine could do, and I think 
the education of the laity includes the medical student (because in many senses 
they are laity with us, until they are finished)—but I think we’ve got to get our- 
selves in the position of being demanded to do the things that we can do, and 
that we know that our other colleagues in medicine can do. 

To put this in somewhat flippant and secular terms, my favorite limerick runs: 


There was a young lady from Siam, 

Who said to her lover named Priam: 

“To kiss me of course 

You'll have to use force, 

But God knows you’re stronger than I am.” 


That is, as it were, the essence of the art of bringing on a demand. And that, 
I think, is definitely one of our jobs. You can say it is far afield from medicine. 
It certainly is. But I think we have a great deal to learn from the advertising 
profession in this matter. A friend of mine said to me that there are currently 
only three groups of people who know much about handling masses: one is the 
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Soviet government, the second is the Catholic church, and the third the American 
commercial advertisers. 

Now I will move on to something different. I will dispense for the moment with 
secular motivation and I’ll say that it seems to me that the driving motive of 
this attitude of preventive medicine was best said by Christ when He explained 
why He had come—“I am come that they might have life, and that they might 
have it more abundantly.” 

Now “more abundantly” is the promotion of health. 

Only one other thing. There is a nice quotation from Paul Valéry, which runs: 
“You must live as you think. If not, sooner or later you end up by thinking as 
you have lived.” 
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Appendix A 


Background and Organization of Conference 


roots or this conference were in an 
| earlier Conference on Preventive Medicine 
and Health Economics, held at Ann Arbor, 
Mich., in 1946. The purpose of this first meeting 
was: “To define the field of preventive medicine, 
its relation to the whole of medical education 
and the methods and materials that might be 
utilized to integrate preventive medicine with 
other subjects, and other subjects with pre- 
ventive medicine in the medical curriculum,” 
and “to consider the developing field of health 
economics and the possible roles of professors of 
preventive medicine in research and teaching 
health economics to medical students.” 

While real progress was made at Ann Arbor, 
the participants realized that they had taken 
only the first steps towards reaching the goals 
that they had set. Consequently they recom- 
mended another meeting within a few years. 

Planning for this second conference, here re- 
ported, began in 1949. An ad hoc committee 
formulated a proposal for such a meeting and 
presented it to the Conference of Professors of 
Preventive Medicine, an informal standing 
organization, at the time of the annual sessions 
of the American Public Health Association in 
1950.* This group endorsed the plan for a five- 
day conference, and named a chairman, Dr. 
Lloyd Florio, and two co-chairmen, Dr. John 
H. Dingle and Dr. Ray E. Trussell, as the 
nucleus of a planning committee. 

The Rockefeller Foundation made a grant of 
$15,000, the first of a series of generous con- 
tributions from various private and govern- 
mental sources that made the conference 
possible. 

Subsequently, over a period of more than a 
year, the planning committee of nine members 
met four times. Their design for the conference 
was as follows: 


General Policies 
a To bring to the conference the 
Association of American Medical Colleges was 


asked to collaborate in its planning and oper- 
ation. The Association agreed to co-sponsor the 
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meeting, and appointed its president-elect, 
Dr. Ward Darley, as co-chairman. 

The conference was scheduled just prior to the 
63rd Annual Meeting of the Association, at the 
same hotel in Colorado Springs. 

2. The conference was planned as a work 
session in which all members were expected to 
contribute to the deliberations through partici- 
pation in one of five committees devoted to the 
major topics of the conference: curriculum con- 


munity health activities, research. 

3. Preconference committees prepared docu- 
mented agendas to serve as a basis for discussion 
of the five topics to be considered. The chairmen 
of these committees also served as chairmen for 
the corresponding committees at the conference. 

Members of the preconference committees 
were not limited to teachers of preventive 
medicine, but included other individuals who 
would be likely to make significant contribu- 
tions. 

Each member of the planning committee, with 
the exception of the chairman, served in a liaison 
capacity to one of the committees, to draft a 
tentative charge for his particular committee, to 
assist the chairman in selecting his committee 
and to serve as advisor. 

4. Objectives of undergraduate medical edu- 
cation and of the teaching of preventive medi- 
cine were needed to serve as a frame of reference 
to help the conferees in their consideration of the 
subject matter of the conference. Statements 
were prepared by the Association of American 
Medical Colleges and the planning committee of 
the conference, respectively. A detailed an- 
notated bibliography, “Social and Preventive 
Medicine Content and Teaching Methods,” 
was prepared by the Division of Public Health 
Methods of the Public Health Service.* 

5. An editorial committee was appointed to 

the final report of the conference. 

6. In order to secure maximum active par- 
ticipation, the number of conferees was limited 
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Members were selected in the following 
manner: 

a. Each medical school in the United States 
and Canada was asked to name a representa- 
tive with responsibility for teaching preventive 
medicine. 

b. Deans of all medical schools were asked to 
attend. A number of deans received special 
invitations in view of specific contributions 
which they might make. 

c. Other individuals were invited, as particular 
representatives of special fields covering a broad 
range of interests. 


The Preconference Committees 

The planning committee appointed chairmen 
of committees to prepare the background 
material for conference discussions and to draw 
up the agendas. 


Chairman: E. 

Recorder: Robert E. 

liaison members: 
Hugh R. Leavell 
©. Hubbard 
William L. ie J. Phair 
Russell A. N Adolph Weinzirl 
Henry 

Consultants 


Charge to Commitiee*—The Committee on 
Curriculum has responsibility for consideration 
of the scope, present practices and desirable 
future patterns designed to achieve the ob- 
jectives that have been set forth in the broad 
field of preventive medicine and public health. 
Included in this study are: 

1, The body of knowledge which should be in- 
cluded in the training of medical students to 
equip them in the field of preventive medicine 
and public health. The committee is re- 
quested to give consideration to such subjects 
as biometrics, the natural history of disease, 
the prevention of disease and accidents, the 
role of the physician in community health 
and the socio-economic aspects of medical 
care. Specific consideration should be given 
to: 

The material or subject matter which might 
be taught to best advantage in the department 
of preventive medicine. 

Those aspects of preventive medicine which 
might be taught to best advantage in other 
departments. 


2. The optimal time in the course of train- 

ing in the teaching of the various elements. 

3. General methodology of teaching, such as: 

The learning process as it applies to medical 
students. 


° to this and other committees 
the 


Audiovisual aids. 
Participation in family care programs. 


Field visits and training experiences related to 


public health and social agencies. 
student internships in preventive medicine. 

This committee has overall responsibility for 
consideration of the total problem, including 
integration of the special fields, allocated pri- 
marily to the committees on: interdepartmental 
relationships, comprehensive health care, com- 
munity health activities and research. These 
latter committees, however, may be expected 
to deal with their special problems in a compre- 
hensive manner and at the same time to con- 
sider services, teaching content and method- 
ology of their special fields. 


Commitice II—Interdepartmental Relationships 
Chairman: Glen R. Leymaster 
Recorder: J. Wendell MacLeod 
liaison member: 
John i Dingle 
T. Hale Ham 


Clayton Looali 


Charge to Committee—It is suggested that the 
role of the department of preventive medicine 
in a medical school with respect to interdepart- 
mental relationships be considered under several 
general headings: 

1. Objectives of undergraduate medical edu- 
cation and the department of preventive 
medicine as they affect interdepartmental re- 


2. Teaching relationships, including _ inte- 
gration of course work in fields of overlapping 
interests, joint seminars, joint appointments, 
etc. 

3. Service relationships with other depart- 
ments, including such aspects as biostatistical 
assistance, consultation, diagnostic laboratory 


Harold E. Pearson 
Romano 


4. Research, as far as it may involve other 
departments within the medical school. 

5. The consideration of optimum personnel 
and budget in relation to the above subjects. 


Health Care 


ter J. Evans 

Charge to Committee—1. A working definition 
of comprehensive health care. 

2. The responsibility of (a) the medical 
school in general, and (b) the department of 
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Commitiee I—Curriculum Content and Methodology ae Cc 
a 
Duncan W. Clark Leonard S. Rosenfeld 
Leonard J. Goldwater Helen Woods 
Sophie Rabinoff I 
I 
Service, Operaciona Uncuons With Of 
other departments, comprehensive medical | 
care, etc. | 
Recorder: Henry J. Bakst 
committee liaison member: 
= Trusseil 
Chant Saslow 
ow P. Dixon 
. M. Holmes Jr. William R. Willard 
George Rosen 
Consultants: 
oha B. Grant 
are quoted as 
preconference committee for each topic. 
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preventive medicine in particular, for compre- 
hensive health care. 

3. Current examples of participation in 
programs by departments of preventive medi- 
cine for comprehensive health care with specific 
reference to such approaches as hospital care, 
outpatient services, home care services, etc. 

4, Evaluating student participation in 
comprehensive health care. 

5. Responsibilities and opportunities of de- 
partments of preventive medicine for research 
in comprehensive health care. 

D. Dublin 


Thomas 
committee liaison member 
Duncan W. Clark 


Members: 

Gordon Blackwell Henry 

Antonio Ciocco Mary L. Poole 

Stanley E. Dorst Leiand E. Powers 

Alfred L. Frechette | Hart B. Van Riper 

Lester J. dS. Rosenfeld 

Charge to Committee—The role of a depart- 
ment of preventive medicine, its medical school 
and university, in community health activities. 

The committee suggests the four general 
questions listed below as basic issues for con- 
ference consideration : 

1. Why should the community be utilized in 
medical education? 

2. How can the resources of the community 
best be utilized and adapted to provide the 
teaching laboratory for a department of pre- 
ventive medicine? 

3. How and to what extent can a department 
of preventive medicine help to improve the 
quality of community health activities and the 
practice of preventive medicine in the com- 
munity? 

4. What newer bodies of knowledge and skills 
are needed by a department of preventive 
research and service in community health 


Committee V—Research 
Chairman: David D. Rutstein 
Planning committee liaison 
Tho: A. i 
Members: 
a Felix Masse 
a raser Charles H. Rammelkamp 
T. Duckett Jones le Saunders 
Alexander D H. Smith 


William E. Lester Jr. 


Charge to Committee—It is self-evident that 
all ts represented in a medical school 
should contribute to the advancement of 
knowledge by research and teaching. Specifi- 
cally, the purpose of this committee is to define, 
in broad terms, the role of research in depart- 
ments of preventive medicine, as follows: 
and illustrate the research 

which might be represented in a 
department of preventive medicine. 
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2. To define those areas of research in which 
departments of preventive medicine should be 
expected to make significant contributions. 

3. To define and illustrate the research con- 
tributions which departments of preventive 
medicine can make in collaboration with other 
departments and agencies. 

Distribution of Preconference Committee 

Reports 

The materials prepared by these committees, 
representing a great deal of thoughtful effort, 
were sent to all conference participants approxi- 
mately four weeks prior to the Colorado Springs 
meeting. All members were asked to read three 
statements designed to provide a common 
denominator for the conference and to serve as 
groundwork for the more particular discussions 
to be held within each working committee. The 
first of these statements gave a general orienta- 
tion to the purposes and plan of the conference 
itself. The other two were, respectively, a draft 
of the Objectives of Medical Education,* 
and the Objectives of Teaching in Preventive 
Medicine. In addition, each member was asked 
to study the documented agenda of the particular 
committee to which he was assigned. 

Included also were the background materials 
of the other four committees. The required 
reading ranged from 20 to 40 pages of mimeo- 
graphed material, and the entire volume was 
approximately 100 pages. 


Membership of the Conference 


The conference was made up of teachers of 
preventive medicine, deans of medical schools 


Medical Education. 10S 
Prgventive Teaching: 


Teaching (Schools of Public Health).. 7 
Administration** 3 
Related Fields 


2 
**Twelve additional public health administrators listed 
above under Fesventive | Medicine Teaching, Part-Time. 


* See Chapter I, pp. 8-10. 


| | 
and other groups as follows: , 
Other Departments: 
8 
activities? 
1 
History of Medicine................ 1 +. 
Social 8 
or Organization........... 
Voluntary Health Agencies........... 5 oe 
* Other activities include: 
Public Health Administration................ 12 + 
n Teaching in Dept. of Medicine 1 7% 
of 
" SC m 


Unfortunately, limitation on the size of the 


to be comparable in size, and were balanced as to 


conference made it necessary to exclude many professors of preventive medicine, deans and - 
persons who would also have been valuable other categories of participants. Preparatory Mat 
members of the group. committee members were reassigned in order to Ls 
carry the thinking of all preparatory committees 4 
Conference Committees to the other four committees at Colorado 
Springs. Such an arrangement also prevented 
Prior to coming to the meeting, members the original committees from being protective Ch 
expressed their preferences for committee of their reports. Re 
assignments. Most were given their first or of the commitions of Pla 
second choice. The discussion groups were set up ference was as follows: 
Committee I—Curriculum Content and Methodology Ro 
Chairman—E. Gurney Clark Go 
Recorder—Robert E. Shank Ka 
Planning committee liaison members—John P. Hubbard, Hugh R. Leavell “ 
Members 
Donald G. Anderson Paul Harper Leland E. Powers Je 
Leon Banov William N. Hubbard Jonathan E. Rhoads Ws 
Lennox G. Bell E. R. Krumbiegel Julius B. Richmond 
Paul Claveau William Malamud Lyle Saunders 
W. Palmer Dearing James M. Mather R. L. Simmons C 
Lester J. Evans Manson Meads R. R. Struthers 
Thomas E. Eyres Dwight O’Hara R. Percy Vivian 
Thomas D. Fitzgerald Leland W. Parr in 
Edward Grzegorzewski William Harvey Perkins oO 
Committee I1—Interdepartmental Relationships 
Chairman—Glen R. Leymaster d 
Recorder—J. Wendell MacLeod i 
Planning committee liaison member—John H. Dingle 
Members . 
George N. Aagaard Leonard F. Jourdonais John R. Paul ti 
George A. Bennett Mathew R. Kinde John J. Phair fi 
M. Olwen Davies Otto Tod Mallery Jr. William P. Shepard 
George A. Denison Henry E. Meleney Hugh H. Smith c 
Stanley E. Dorst Mario Moliari Waldo L. Treuting s 
Marion Fay Herbert R. Morgan Myron E. Wegman ¢ 
Donald T. Fraser Carl A. Nau William R. Willard c 
Clement B. Grebel Elton Newman 7 
G. Edgar Hobbs Charles Henry Okey . 
Committee I1I1—Com prehensive Health Care ¢ 
Chairman—C. Howe Eller § 


Recorders—John W. Brown, William L. Fleming 
Planning committee liaison member—Ray E. Trussell 


Members 
Leona Baumgartner Salvatore P. Lucia Leonard S. Rosenfeld 
Paul B. Cornely Henry B. Makover Richard H. Shryock 
Quentin B. Deming Kinlock Nelson Leo W. Simmons } 
Alfred L. Frechette Stanley W. Olson Wilson G. Smillie f 
John B. Grant Harold E. Pearson C. B. Stewart f 
Adelard Groulx Robert W. Quinn Elias Strauss 1 
Jerome S. Harris Sophie Rabinoff Eldred V. Thiehoff . 
Duncan E. Reid Myron M. Weaver 


Committee 1V—Community Health Activities 
Chairman: Thomas D. Dublin 
Recorders: J. Garth Johnson, Gertrud Weiss 
Planning committee liaison member: Duncan W. Clark 


Members 
Guillermo Arbona Joseph L. Johnson McLeod H. Riggins 
Alfred S. Bogucki Paul A. Lembcke David S. Ruhe 
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John M. Chapman Clayton G. Loosli Howard J. Shaughnessy 
Archibald S. Dean Thomas McC. Mabon Stewart C. Thomson 
Mark R. Everett Henry Packer John B. Truslow 
L. S. Goerke William N. Parkinson Hart E. Van Riper 
E. M. Holmes Jr. Edward A. Piazczek John B. Youmans 
Samuel H. Hopper Mary L. Poole 

Committee V—Research 
Chairman: David D. Rutstein 
Recorders: George St. J. Perrott, Phyllis M. Walsh 
Planning committee liaison member: Thomas A. LaSaine 

Members 

Rodney R. Beard Thomas Francis Jr. Mark H. Lepper 
Gordon Blackwell Harold S. Ginsberg Thomas William Lester 
Katharine Boucot Alan Gregg Mildred C. Scoville 
John Z. Bowers Joseph C. Hinsey Cecil G. Sheps 
Thomas J. Brooks Carl E. Hopkins Franklin H. Top 
Antonio Ciocco Philip Hugh-Jones Ralph E. Wheeler 
T. Timothy Crocker Varner J. Johns Jr. John M. Wyllie 
Jean A. Curran T. Duckett Jones 
Ward Darley John B. Lagen 
Conduct of the Conference the field of preventive medicine should be 


The conference convened on Monday morn- 
ing, November 3. Plans for the meeting were 
outlined briefly by the chairman. The 140 
members then went to their respective com- 
mittees, where until Wednesday noon they 
discussed the ideas that were to appear in the 
committee reports. 

Each committee was encouraged to operate 
in any manner it thought best. Some followed 


review, modify and accept the report of their 
committee before it was presented to the con- 


possible to duplicate and distribute the reports 
of the five committees to all members by the 
following morning. 

_ On Thursday afternoon and on Friday : morn- 


expected to give formal approval to committee 
reports, since the major purpose of the meeting 
was to provide an opportunity for an inter- 
change of ideas and an expression of group 


opinion. 

At the closing session on Friday afternoon, 
Dr. Richard H. Shryock, Dr. Duncan W. Clark 
and Dr. John P. Hubbard summarized the con- 
ference in terms of the four general questions 
mentioned in this $ 

1. What concepts and areas of interest from 
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Preventive medicine was the topic of dis- 
cussion for approximately one-half of the two 
and one-half day 63rd Annual Meeting of the 
Association of American Medical Colleges which 
immediately followed our conference. Discussion 
groups were set up by the Association to review 
the accomplishments in the five conference 
areas. Summaries cf these discussions were re- 
ported to the group as a whole. 

One of the major addresses of the Association 
meeting was the paper, “The Teaching of 
Preventive Medicine,” presented by Dr. David 
P. Barr.* 

Conference committee reports were made 
available to the deans. 

Integration was achieved not only through the 
active participation of a number of deans in the 
conference but by the participation of professors 
of preventive medicine in the meetings of the 
Association. 

* See reference No. 1, p. 26. 


is to 
common to pHysicians 
2. What knowledge, skills, methods and r 
techniques should all physicians be competent ra 
| 
3. How can these things be taught? ‘ 
4. How, and to what extent, can the medical q 
school help to improve the quality of com- ; 
munity health activities? 
The entire conference was characterized by a : 
spirit of informality. The work schedule was six 
tions. There was no shifting of delegates, except hours daily, but discussions continued through- a 
out all of the waking hours as members got 
commi request. No formal meetings were together in the dining room, lounges or their : 
scheduled on Wednesday afternoon, to allow the rooms. oy = 
chairmen, recorders and others concerned to 
Integration with Association of American ej 
Medical Colleges Meeting he 
ference. 
A well-organized hard-working business office, i 
assisted by a number of volunteers, made it & 
discuss these reports. The full conference was not y 
Ns 


Appendix B 
Conference Roster’ 


Arbona, Guillermo, M.D. (IV) 
Professor of Preventive Medicine and Public Health 
University of Puerto Rico Medical School 

Bakst, Henry J., M.D. 
Professor of Preventive Medicine 
Boston University School of Medicine 

Banov, Leon, M.D. (1) 
Professor of Preventive Medicine and Public Health 
Medical College of South Carolina 

Baumgartner, Leona, M.D., Ph.D. (IID 
Assistant Commissioner 
New York City Department of Health 
Associate Professor of Public Health and Preventive 
Medicine, and Assistant Professor of Pediatrics 
Cornell University Medical College 

Beard, Rodney R., M.D., M.P.H. (V) 
Professor of Public Health and Preventive Medicine 
Stanford University School of Medicine 

Bell, Lennox G., M.D. (D 
Dean, University of Manitoba Faculty of Medicine 


Director, Institute for Research in Social Science 
University of North Carolina 
Bogucki, Alfred S., M.D., M.P.H. (IV) 


Boucot, Katharine, M.D. (V) 

Professor of Preventive Medicine 

Woman’s Medical College of Pennsylvania 
Bowers, John Z., M.D. (V) 

Dean, University of Utah 

College of Medicine 
Brooks, Thomas J., Jr., Ph.D., M.D. (V) 

Chairman, Department of Preventive Medicine and 


Brown, John W., M.D. (Recorder-III) 
Professor of Preventive Medicine 
Director, Department of Student Health 
University Hospitals 
University cf Wisconsin Medical School 


Chant, Harry L., M.D. 
Assistant Director 
The Johns Hopkins Hospital 
Chapman, John M., M.D., M.P.H. (IV) 
Instructor, Preventive Medicine and Public Health 
College of Medical Evangelists 
School of Medicine 
Ciocco, Antonio (V) 
Head, Department of Biostatistics 
Graduate School of Public Health 
University of Pittsburgh 
Clark, Duncan W., M.D. (Liaison-IV) 
Professor of Environmental Medicine and Com: 
munity Health 
State University of New York 
College of Medicine at New York. City 
Clark, E. Guerney, M.D., Dr. P. H. (Chairman-l) 
Professor of Epidemiology 


Faculty of Medicine, Laval University 
Director of County Health Units 


Curran, Jean A., M.D. (V) 
Dean, State University of New York 
College of Medicine at New York City 

Darley, Ward, M.D. (Co-Chairman for A.A.M.C.) 
Director, University of Colorado Medical Center 


Department of Preventive Medicine and Public 

Health 

University of Buffalo School of Medicine 
Dearing, W. Palmer, M.D. (1) 


Deming, Quentin B., M.D. (IID) 
Assistant Professor of Medicine 
Stanford University School of Medicine 


Department of Preventive Medicine and Public Health 
Medica! College of Alabama 

Dingle, John H., M.D. (Liaison-II) 
Professor and Director of Department of Preventive 
Medicine 


Journal of MEDICAL EDUCATION 


wo 


Elle 
Aagaard, George N., M.D. (IDt 
: Dean, Southwestern Medical School | 
University of Texas | 
Anderson, Donald G., M.D. (1) Eva 
Secretary, Council on Medical Education and Hos- 
pitals 
American Medical Association Eve 
Eyr 
Pay 
Fit 
Columbia University 
School of Public Health Fle 
Claveau, Paul, M.D. (I) 
Professor of General Hygiene 
Province of Quebec Flo 
Cornely, Paul B., M.D. (IID 
Professor of Preventive Medicine and Public Health 
Bennett, George A., M.D. (II) Howard University College of Medicine 
Dean, Jefferson Medical College of Philadelphia Crocker, T. Timothy, M.D. (V) Fro 
Berry, George Packer, M.D. (unassigned) Assistant Professor of Medicine and Preventive Medi- 
Dean, Harvard Medical School cine 
President, Association of American Medical Colleges University of California 
Blackwell, Gordon W. (V) School of Medicine Frs 
Medicine 
Hahnemann Medical College Davies, M. Olwen (I]) 
Consultant on Public Health Nursing Education Pr 
National League for Nursing 
Dean, Archibald S., M.D., Dr. P.H. (IV) 
Associate Professor and Acting Head 
Public Health Deputy Surgeon General 
University of Mississippi’ Go 
School of Medicine 
Denison, George A., M.D. (ID) 
Professor and Chairman Gr 
* Includes ts in commit 
t Committee affiliation. 
14 oO 


Dean, University of Cincinnati 
College of Medicine 
Dublin, Thomas D., M.D. (Chairman-IV) 
Executive Director 
National Health Council 
Eller, C. Howe, M.D., Dr. P.H. (Chairman-IID) 
Professor of Community Health 
University of Louisville 
School of Medicine 
Evana, Lester J., M.D. (1) 
Executive Associate 
The Commonwealth Fund 
Everett, Mark R., Ph.D. (IV) 
Dean and Superintendent 
University of Oklahoma School of Medicine 
Eyres, Thomas E., M.D., M.P.H. (1) 
Professor of Public Health 
University of South Dakota 
School of Medicine 
Fay, Marion, Ph.D. 
Dean, Woman’s Medical College of 
Fitzgerald, Thomas D., M.D., M.S.P.H. (1) 
Assistant Dean and Director 
Department of Preventive Medicine and Public Health 
Creighton School of Medicine 
Fleming, William L., M.D. (Recorder-IIT) 
Professor and Chairman 
Department of Preventive Medicine 
University of North Carolina 
School of Medicine 
Florio, Lloyd, M.D., Dr. P.H. (Conference chairman) 
Professor of Preventive Medicine and Public Health 
University of Colorado 
School of Medicine 
Francis, Thomas, Jr., M.D. 
Professor of Epidemiology 
School of Public Health 
University of Michigan 
Fraser, Donald T., M.D. (ID) 
Professor of Hygiene and Preventive Medicine 
Faculty of Medicine 
University of Toronto 
Frechette, Alfred L., M.D. (III) 
Director, Health Division 
United Community Services of Metropolitan Boston 
Frye, William W., M.D., Ph.D. 
Dean and Professor of Tropical Medicine and Public 
Health 
Louisiana State University College of Medicine 
Ginsberg, Harold S., M.D. (V) 
Associate Professor of Preventive Medicine 
Assistant Professor of Medicine 
Western Reserve University School of Medicine 
Goerke, L. S., M.D. (IV) 
Associate Clinical Professor 
Department of Medicine 
University of California 


School of Medicine 
Grant, John B., M.D. (III) 
Associate Director 
Division of Medicine and Public Health 
The Rockefeller Foundation 
Grebel, Clement B., M.D. (ID 
Assistant Dean 
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. 
Director, Division of Education and Training Serv- 
ices 
World Kealth Organization 
Ham, T. Hale, M.D. 
Western Reserve University 
School of Medicine 
Harper, Paul, M.D. 
Professor of Public Health Administration 
Maternal and Child Health Division 
Johns Hopkins University School of Hygiene and 
Public Health 
Harris, Jerome S., M.D. (IID 
Professor of Pediatrics 


University of Western Ontario 
Faculty of Medicine 

Holmes, E. M., Jr. M.D. (IV) 
Professor of Community Medicine 
Medical College of Virginia 

Hopkins, Cari E., Ph.D. (V) 
Associate Professor of Public Health and Preventive 
Medicine 
University of Oregon Medical School 

Hopper, Samuel H., Ph.D. (IV) 
Associate Professor of Public Health 
Indiana University Medical Center 

Hubbard, John P., M.D. (Liaison-I) 
Professor of Public Health and Preventive Medicine 
University of Pennsylvania 
School of Medicine 

Hubbard, William N., Jr., M.D. (1) 
Assistant Dean 
New York University College of Medicine 

Hugh-Jones, Philip, M.D., M.R.C.P. (V) 
Senior Lecturer in Medicine 
University College of West Indies 


Medical 

The Helen Hay Whitney Foundation 
Jourdonais, Leonard F., M.D. (II) 

Assistant Professor of Medicine 

Northwestern University Medical School 


Western Reserve University St. Louis University 
School of Medicine School of Medicine e 
Dison, James P., M.D. Gregg, Alan, M.D. (V) ae 
Health Commissioner for City of Philadelphia Vice President fa 
Dorst, Stanley E., M.D. (II) The Rockefeller Foundation om 
Groulx, Adélard, M.D., M.P.H. 
University of Montreal PA. 
Faculty of Medicine 
Director, Montreal Health Department Ae 
a Duke University School of Medicine © 
Hinsey, Joseph C., Ph.D. (V) 
Dean 
Cornell University Medical College f 
Hobbs, G. Edgar, M.D. 
Professor of Clinical Preventive Medicine ; 
a 
if 
Department of Medicine : 
Johns, Varner J., Jr., M.D. (V) ' 
slic Associate Dean 
College of Medical Evangelists * 
School of Medicine Fe 
Johnson, J. Garth, Ph.D. (Recorder-IV) 
Associate Professor of Preventive ; 
Medicine and Public Health a 
Albany Medical College 
Johnson, Joseph L., M.D. (IV) cs 
Dean, Howard University 
College of Medicine 
Jones, T. Duckett, M.D. (V) a 
tive 
ns 


Kinde, Matthew R., M.D. (ID 
Director 


Division of Medicine and Public Health 
W. K. Kellogg Foundstion 

Krumbiegel, E. R., M.D. (1 
Professor and Head 
Department of Public Health 
Marquette University School of Medicine 


Lembcke, Paul A., M.D., M.P.H. (IV) 
Associate Professor of Public Health Administration 
Division of Hospital Administration 
Johns Hopkins Unive-sity 
School of Hygiene and Public Health 

Lepper, Mark H., M.D. (V) 
Associate Professor of Medicine in charge of Preven- 
tive Medicine 


University of Chicago School of Medicine 
Leymaster, Glen R., M.D., M.P.H. (Chairman-II) 

Professor of Public Health and Preventive Medicine 

University of Utah College of Medicine 


University of Chicago School of Medicine 
Lucia, Salvatore P., M.D., Sc.D. (III) 
Professor of Medicine 
Chairman, Department of Preventive Medicine 
University of California School of Medicine 
Mabon, Thomas McC., B.C., M.D. (IV) 
Professor of Hygiene and Preventive Medicine 
University of Pittsburgh 
School of Medicine 
MacLeod, J. Wendell, M.D. (Recorder-II) 
Dean, University of Saskatchewan 


Medical School of Yeshiva University 
Malamud, William, M.D. (1 
Professor of Psychiatry 
Boston University School of Medicine 
Mallery, Otto Tod, Jr., M.D. (I1) 
Director, Institute of Industrial Health 
Associate Professor Internal Medicine 
University of Michigan 
Mather, James M., M.D. (1) 
Professor and Head of Department of Public Health 


University of British Columbia 


Department of Preventive Medicine 
Bowman Gray School of Medicine of Wake Forest 
College 
Meleney, Henry E., M.D. (ID 
Professor of Preventive Medicine 
New York University College of Medicine 
Mollari, Mario, M.D. (II) 


Chief, Biometrics Research Section 
National Heart Institute 
National Institutes of Health 
U. S. Public Health Service 
Morgan, Herbert R., M.D. (II) 
Professor of Bacteriology and Chairman of the De- 
partment of Bacteriology and Preventive Medicine, 
and Associate Professor of Medicine 
University of Rochester School of Medicine and 
Dentistry 
Nau, Carl A., M.D. (ID 
Professor of Preventive Medicine and Public Health 
University of Texas Medical Branch 
Nelson, Kinloch, M.D. (III) 
Director, Home Care Program 
Medical College of Virginia 
Nelson. Russell A., M.D. 
Director 
Johns Hupkins Hospital 
Newman, Elton, M.D. (II) 
Assistant Professor of Preventive Medicine 
University of Nebraska 
College of Medicine 
O’Hara, Dwight, M.D. (1 
Dean, Professor of Preventive and Industrial Medicine 


Division of Preventive Medicine and Public Health 
University of Vermont 
College of Medicine 
Olson, Stanley W., M.D. (IID) 
Dean, University of Illinois 
College of Medicine 


University of Tennessee School of Medicine 
Parkinson, William N., M.D. (IV) 

Dean 

Temple University School of Medicine 
Parr, Leland W., Ph.D. (I) 

Professor and Head of Department of 

Bacteriology, Hygiene and Preventive Medicine 

George Washington University 

School of Medicine 
Paul, John R., M.D. (II) 

Professor of Preventive Medicine 

Yale University School of Medicine 
Pearson, Harold E., M.D. (III) 

Professor of Public Health 

University of Southern California 

School of Medicine 
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Meads, Manson, M.D. (1) 
Associate Professor and Director 
Lagen, John B., M.D. (V) 
Associate Dean 
University of California 
School of Medicine Professor and Director 
Langmuir, Alezander D., M.D. Departiaent of Bacteriology 
7 Chief, Epidemiology Branch Preventive Medicine and Public Health 
Communicable Disease Center Georgetown University School of Medicine 
U. S. Public Health Service Moore, Felix 
LaSaine, Thomas A., M.D. (Liaison-V) 
Chairman 
Department of Preventive Medicine 
Meharry Medical College 
Leavell, Hugh R., M.D. (Liaison-I) 
Professor of Public Health Practice 
Harvard Univ=ssity 
School of Public Health 
University of Illinois 
College of Medicine Ral 
Lester, William, Jr., M.D. (V) 
Associate Professor of Medicine 
Long, Lillian D., Ph.D. (unassigned) Re 
Director, Professional Examination Service Tufts College Medical School 
American oe Association Okey, Charles Henry, Ph.D. (ID) 
Loosli, Clayton G., M. (Vv) Temporary Chairman Rh 
Professor of Preventive Medicine 
Packer, Henry, M.D. (IV) 
Professor of Preventive Medicine 
Rig 
College of Medicine 
Makover, Henry B., M.D. (III) 
Organizer of Department of Preventive Medicine Ro 
Ro 
@ Re 
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U. S. Public Health Service 
Phair, John J., M.D., Dr. P. H. (ID) 
Professor of Preventive Medicine 
University of Cincinnati 
College of Medicine 
Pissczek, Edward A., M.D., M.P.H. (IV) 
Chairman, Department of Preventive Medicine and 
Public Health 
Stritch School of Medicine of Loyola University 
Poole, Mary L. (IV) 
Director Social Service Department 
Hospital of the University of Pennsylvanis 
Associate Professor of Social Work 


Vanderbilt University School of Medicine 
Rabinoff, Sophie, M.D. (III) 
Professor of Public Health and Preventive Medicine 
and Director of Department 
New York Medical College 
Rahm, Evelyn, M.S.P.H. (Conference Secretary) 
Health Education Consultant 
U. S. Public Health Service 
Rammelkamp, Charles H., M.D. 
Associate Professor of Preventive Medicine 
Western Reseive University 
School of Medicine 
Reid, Duncan E., M.D., (II) 
Professor of Obstetrics 
Harvard Medical School 
Rhoads, Jonathan E., M.D. (1) 
Professor of Surgery 
University of Pennsylvania 
School of Medicine 
Richmond, Julius B., M.D. (1) 
Professor of Pediatrics 
University of Illinois 
College of Medicine 
Director, Institute for Juvenile Research 
Chicago, Illinois 


American Trudeau Society 
Medical Section, National 
Tuberculosis Association 
Romano, John, M.D. 
Professor of Psychiatry 
University of Rochester School of Medicine and Den- 


tistry 
Rosen, George, M.D. 
Professor of Health Education 
Columbia University 
School of Public Health 
Rosenfeld, Leonard S., M.D. (III) 
Chief, Health Professions 
Education Branch 
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Division of Public Health Methods 
U. S. Public Health Service 
Ruhe, David S., M.D. (IV) 
Director, Medical Audio-Visual Institute 
Association of American Medical 


Colleges 
Rutstein, David, D., M.D. (Chairman-V) 
Professor and Head of Dept. of Preventive Medicine 


Associate Professor of Preventive 


Shank, Robert E., M.D. (Recorder-I) 
Professor of Preventive Medicine and Public Health 
and Head of the Department 
Washington University School of Medicine 
. Howard J., M.D. (IV) 
Professor and Head of 
Department of Public Health 
University of Illinois College of Medicine 
Shepard, William P., M.D. (II) 
Third Vice President 
Health and Welfare 
Metropolitan Life Insurance Company 
Sheps, Cecil G., M.D., M.P.H. (V) 
Director of Program Planning 
Division of Health Affairs 
University of North Carolina 
Shryock, Richard H. (III) 
Director, Institute of the History of Medicine 
Johns Hopkins University 
Simmons, Leo W. (III) 
Professor of Sociology 
Yale University 
Social Anthropologist 
Russell Sage Foundation 
Simmons, R. L., M.D. (1) 
Professor of Public Health and Preventive Medicine 
Louisiana State University 
School of Medicine 
Smillie, Wilson G., M.D., Dr. P.H. (IID) 
Professor of Public Health and Preventive Medicine 
Cornell University Medical College 
Smith, Hugh H., M.D. (II) 
Associate Director 
Division of Medicine and Public Health 
The Rockefeller Foundation 
Stalnaker, John M. (unassigned) 
Director of Studies 
Association of American Medical Colleges 
Stewart, C. B., M.D., M.P.H. (IID) 
Professor cf Epidemiology 
Department of Preventive Medicine 
Dalhousie University 
Faculty of Medicine 
Strauss, Elias, M.D. (III) 
Clinical Professor of Preventive Medicine 
Southwestern Medical School of the University of 
Texas 


Struthers, R. R., M.D. (1D 
Associate Director 
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Perkins, William Harvey, M.D. (I) 
Professor of Preventive Medicine ot 
Jefferson Medical College of Philadelphia 
Perrott, G. St. J. (Recorder-V) 
est Chief, Division of Public Health Methods 
Harvard Medical School 
Saslow, George, M.D. 
Department of Neuropsychiatry 
Washington University 
School of Medicine ; 
Saunders, Lyle (I) 
Medicine and Public Health (Sociology) ed 
University of Colorado School of Medicine ri 
Scoville, Mildred C. (V) bes 
Department of Preventive Medicine Executive Associate a 
School of Medicine The Commonwealth Fund “ 
Ye. Powers, Leland E., M.D. (I) a 
, Professor and Head of Department of Public Health a 
and Preventive Medicine 
nd University of Washington = 
School of Medicine 
Quinn, Robert W., M.D. (III) a 
th Professor and Head of Department of Preventive wa 
Medicine and Public Health Ve 
th 
i" 
Riggins, McLeod H., M.D. (IV) aft 
Chairman 
IN 
= 
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Division of Medicine and Public Health 
The Rockefeller Foundation 
Thiehoff, Eldred V., M.D., M.P.H. (IID) 
Professor of Public Health and Preventive Medicine 
University of Kansas School of Medicine 
Thomson, Stewart C., M.D. (IV) 
Associate Professor and Assistant Director 
School of Public Health 
University of Minnesota Medical School 
Top, Franklin H., M.D. (V) 
Professor of Hygiene and Preventive Medicine 


Trussell, Ray E., M.D., M.P.H. (Liaison-III) 
Director, Hunterdon Medical Center 
Clinical Professor of Preventive Medicine 
New York University College of Medicine 

Van Riper, Hart E., M.D. (IV) 

Medical Director 
National Foundation for Infantile Paralysis 

Vivian, R. Percy, M.D. (1) 

Strathcona Professor and Chairman of the Depart- 
ment of Health and Social Medicine 
McGill University Faculty of Medicine 


Voyer, R. F. (unassigned) 
General Director 
The David Graham Hall Foundation 
Weaver, Myron M., M.D. (III) 
Dean, University of British Columbia 
Faculty of Medicine 
Wegman, Myron E., M.D. (II) 
Chief, Division of Education and Training 
Pan-American Sanitary Bureau 
World Health Organization 
Weinzirl, Adolph, M.D., M.P.H. 
Professor of Public Health and Preventive Medicine 
University of Oregon Medical School 
Weiss, Gertrud, M.D., M.S.P.H. (Recorder-IV) 
Assistant Professor of Preventive Medicine and Pub 
lic Health 
University of Colorado School of Medicine 
Wheeler, Ralph E., M.D. (V) 
Professor of Bacteriology 
Professor of Preventive Medicine 


State University of New York College of Medicine at 
Syracuse 


Wyllie, John, M.D. (V) 
Professor of Public Health and 
Preventive Medicine 
Queen’s University Faculty of Medicine 
Youmans, John B., M.D. (IV) 
Dean, Vanderbilt University 
School of Medicine 
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State University of Iowa 

College of Medicine a 
Treuting, Waldo L., M.D. (I]) 

Professor of Public Health Administration 

Tulane University of Louisiana 

School of Medicine 
Truslow, John B., M.D. (IV) 

Dean 

College of Vieginin Tufts College Medical School 

Dean, Professor of Public Health 
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Appendix C 


Current Research in Preventive Medicine 


N ORDER TO obtain information on the current 
ite of research interests in departments of 
preventive medicine, a letter was sent to deans of 
92 medical schools in Canada and the United 
States, requesting a list of the titles of research 
studies in preventive medicine published or 
accepted for publication from their medical 
schools since January 1, 1950. 

As of September 9, 1952, replies had been re- 
ceived from 70 medical schools and have been 
analyzed in categories according to an arbitrary 
list of “fields” in which the research projects 
were conducted.* No attempt was made to 
measure the quantity or quality of the research 
publications or to evaluate the total research 
program of any department. The tabulation is 
limited to research papers; i.e., those in which 
data were collected and analyzed and which were 
published primarily under the auspices of a 
department of preventive medicine. Excluded 
from the analysis are descriptive papers and 
those primarily published under the auspices of 
a unit not concerned with undergraduate 
medical teaching (e.g., a local health depart- 
ment). Analysis has been arbitrary where de- 
partments of preventive medicine are operated 
jointly with other departments. Replies were 


* This analysis was prepared as 


wenn 
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also received from three universities (Columbia, 
Michigan and Minnesota) where schools of 
public health are responsible for undergraduate 
teaching in preventive medicine. Because of 
differences in method of reporting among these 
schools, they are not included in the analysis. 

The majority of research programs are in 
epidemiology (17 departments) and in the field 
of infectious diseases, either in bacteriology 
(12), immunology (14) and/or virology (13). 

A significant number (11) of preventive medicine 
departments, particularly those concerned with 
the teaching of tropical disease, are engaged in 
research programs in parasitology, entomology 
or mycology. A surprising finding was the large 
number (15) conducting therapeutic trials of 
drugs either in animals or in man. 


disease (3), physiology (3), industrial medicine 
(2), toxicology (2), statistics and vital statistics 


* Miscellaneous studies were in hematology; crash in- 


ine 
e at 
Other areas of research activity, in the order f 
of numbers of departments engaged in each, are as 
as follows: biochemistry (8), administrative cr 
research (6), case finding (6), medical care (4), Ss 

environmental sanitation (4), natural history of i 

(2) and a group of miscellaneous studies being i 

performed by 8 departments.* ee: 

} in pregnancy; growth and development; a 
manifestations of ite inter- 
mittent ‘porphyria; and student health. 


Appendix D 


Investigative Possibilities for a Disease of Multiple Causation: 
Outline for Rheumatic Fever 


N THE ATTACHED chart, the research pos- 

sibilities of control of rheumatic fever are 
briefly suggested, to illustrate some of the re- 
search approaches appropriate to a department 
of preventive medicine. 

I. Etiology of the disease is subdivided to in- 
dicate multiple etiologic factors, including the 
host as a species, interactions between the host 
and a series of other ecologic factors, as housing, 
crowding, climate and geography. The research 
disciplines useful to the study of these multiple 
etiologic factors are briefly indicated. 

It is evident that many fields may contribute 
to the definition of etiology; that a department 
of preventive medicine can supply certain 
important disciplines; and that the broad orien- 
tation of preventive medicine should facilitate 
collaboration with professional fields not com- 
monly represented in medical schools but 
potentially valuable to the definition of etiology. 
Obviously, the power to prevent disease is in- 
creased by the understanding of causation. 

II. Identification of cumulative events leading to 
recognizable disease is posed as a problem com- 
mon to understanding of diseases in which there 
seem to be multiple etiologic factors in causation. 
While many of the scientific disciplines listed in 
this chart should contribute to the solution of 
this problem, a department of preventive 
medicine (1) should cooperate with departments 
in which these disciplines exist; (2) could 
undertake studies of and experimental services 
to family groups, in identifying the cumulative 
interactions of causal factors with a view to 
earlier prediction, prevention or detection of 
disease. 

Research leading to improved methods of 
detection of rheumatic fever may now be in 
progress, but few preventive functions can be 
assumed to operate today at the desirable level. 
Controlled family studies, possibly using exist- 
ing family care programs as a means of reaching 
the population, would be useful in (1) improving 
prediction or detection of disease, in (2) testing 
the value of preventive measures, and in (3) 
testing hypotheses of etiology by application of 


controlled preventive techniques specific for 
single etiologic factors. 

However, confusion between research and 
service aspects of such family care programs is 
disastrous to research. An important require. 
ment of research is control of any procedure or 
use of therapeutic agents by balanced with- 
holding of these from comparable individuals. 
If groups oriented toward delivery of service 
are not cognizant of this need or unable, eg., 
for ethical reasons, to be compliant to this re- 
quirement, they are seriously hampered as to 
research function. Likewise, service-oriented 
community agencies may not be useful research 
collaborators of a department of preventive 
medicine. Furthermore, a service program 
initiated by a department of preventive medi- 
cine is unlikely to contribute to development of 
rational prevention if it lacks this fundamental 
research orientation, and should not then be 
considered a proper contribution of the medical 
school to the community. 

III. Course of the disease after recognition is 
briefly outlined and is most familiar to present 
students of the disease. The numerous research 
approaches designed to describe and measure 
alterations in bodily structure and function will 
doubtless be extended. The agencies pertinent to 
care, rehabilitation and prevention of sequellae 
and progression will also be extended. So far as 
departments of a medical school are concerned, 
including the departments of preventive medi- 
cine, the cautions emphasized under JJ, above, 
are reiterated in connection with the introduc- 
tion of preventive, therapeutic, reconstructive 
and other measures. 

IV. Study of effects of preventive and therapeutic 
measures should be designed to detect and 
measure the unintended and possibly undesirable 
consequences as well as the intended and desir- 
able. The fact that some of these consequences 
may be distant in time and unforeseen in location 
may require continuation of the studies over 
long periods and in considerable breadth of 
field. 
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The Nature and Effects of Control of Disease of Multiple Causation: 


Outline for Rheumatic Fever 


Problem 


Research Approach 


L. ETIOLOGY OF THE DISEASE 


A. Host factors. 
B. Ecologic factors (host-environment 
i ions) infections) 


plus geography, ‘climate, nutrition, 
aggregation and other social factors. | 


A. Histopathology, histochemistry, biochemistry, genetics, 
B. Bacteriology, immunology, epidemiology, aided by: ~ hn AS 
economics, anthropology, psychology. 


Il. IDENTIFICATION OF CUMULATIVE FACTORS LEADING TO RECOGNIZABLE DISEASE 


Relationships of host and ecological 
factors as they lead to recognized dis- 
ease and to possibilities of prevention 
or modification. 


Exploratory population studies: family, industry, total population. 
1. Morbidity analysis (occurrence of disease in a population.) 
2. Controlled experimental service programs such as family care programs, etc. 
3. Bacteriologic, immunologic, therapeutic tzials. 


Ill. COURSE OF DISEASE AFTER RECOGNITION, AS INFLUENCED BY: 


B. measures. 
C. Measures for prevention of sequelae 
and complications. 


A, B, & C. 1. Clinical and lab. observations including disciplines in I above. 

2. Controlled therapeutic trials with measurement of therapeutic effect and 
side-effects of “services” applied for purpose of testing their usefulness, 
e.g., home nursing, convalescent home, menta! hygiene education, etc. 

3. Follow-up registry for longitudinal study of the disease. 


IV. STUDY OF EFFECTS OF PREVENTIVE AND THERAPEUTIC MEASURES, AS THEY DISTURB THE 


ECOLOGIC BALANCE 


A. Effects of individual and his imme- 
diate groups (family, school, insti- 
tution, etc.) 


B. Long-range effects on large groups 
(unintended consequences, or “‘side- 
effects”)}—community, society, etc. 


A. Examples and Techniques: 
1. Studies of influence of presence or removal of diseased child from family. 
2. Effect of prophylactic measures applied to entire family on behalf of dis- 


1. Study of quantitative and qualitative changes and dislocations in popule- 
tion consequent upon therapeutic and preventive measures (change in age, 
sex, composition of population, altered capacity for productive effort, 
altered resistance to infection, etc.) 


represent those commonly available in departments of preventive 
preventive medicine have 
rch experience are present in all the research approaches indicated 
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: — 
t of | i 
eased or potentially diseased members. > : 
3. Techniques of clinical observation, aided by biostatistics, bacteriology, a 
psychology, sociology, etc. Pint 
2. Techniques of demography, economics, sociology, immunology, clinical , 
observation, biostatistics, epidemiology, of morbidity, psychology, soci- : 
ology, etc. 
N. B. Most of the methods end disci cn 
medicine or with which departments a 
4 Challenging opportunities for teaching . 
sib 
} 
| 


Appendix E 
Audiovisual Aids 


Colleges Committee on Audio- 
visual Aids might include one or more members 
who are especially interested in applications of 
such aids to the teaching of preventive medicine. 

The conference would particularly bring to 
their attention the following areas in which it is 
believed that audiovisual methods may have an 
pig 

. Presentation of diseases infrequently en- 

countered in the community, such as tetanus. 

2. Presentation of highly contagious diseases 
such as smallpox and plague. 

3. Presentation of the fundamental patterns of 
the spread of epidemics. 

4. Presentation of interviewing 

and of infant and child behavior, since they 

do not lend themselves to direct demonstra- 
tion before large groups. 


development of pathological emotional states, 
. Presentation of various areas in community 

and environmental sanitation, either as 

preparation for field trips or as a partial 
substitute for those trips which are not 
possible. 
It is believed that eventually film libraries 
should be made available which students could 
consult individually as they do books. 

It is further recommended that adequate 
sources of information about existing audio 
visual material be made available to medical 
school faculties. It is important that the faculty 
members using such films feed back evaluations 
of their usefulness and teaching efficiency to 
members of the Association of American Medical 
Colleges Committee to aid in planning future 
productions, 


BSREBRES 


UDIOVISUAL AIDS have an important place 5. The drawing together of social, environ. 
mental and other factors in life histories to 
Teachers of preventive medicine should take form coherent stories. 
full advantage of sound recordings, slides, film- 6. Presentation of case histories in mental rT 
strips, motion pictures and television. hygiene; for example, the demonstration of 
Since the subject is of such broad scépe, it the factors of rejection and neglect in the 
would be desirable if the Association of Ameri- 
(a 
(t 
( 
( 
I 
I 
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Appendix F 


Status of Preventive Medicine in Medical Schools: 
. Organization, Personnel and Space 
(Academic Year 1951-1952) 


L ORGANIZATION 


Information was collected about the present 
status cf departments of preventive medicine 
in the administrative structure of medical 
schools. The following data are a fairly accurate 
representation of formal administrative struc- 

ture, but considerably less accurate as repre- 
Satis fonction. It can be best evaluated when 
correlated with similar data regarding personnel 
and budget. 


Kind of Administrative Structure 


Independent department 
(b) Combined with another department 14 
With microbiology 9 


partment 2 
Function of school of public health. 5 
No 


The data derive only from those schools which 
have either a separate department of preventive 
medicine or a division or section of preventive 
medicine in the department of medicine. There 
are 61 such schools. This table is based on in- 
formation provided by 46 schools out of this 
— responded to a questionnaire sent 
to 


(1) Full-time university faculty, regardless of 
other university responsibilities, with re- 
pa ey 4 in the department of preventive 

medicine. (Includes (2) and (3).) 
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Mean 3.2 persons 
Median 2 
Range 0-19 (12 schools had none) 
(2) Full-time medical school faculty with 
responsibilities limited to preventive medi- 


1.4 persons 
1 


Range 0-7 (23 schools had none) 
(3) Full-time medical school faculty with 
responsibilities which include but are not 


Range 0-14 (23 schools had none) 
(4) Part-time faculty—exact data are not 
evailable, but such persons are almost en- 


— 0-34 (7 schools had none) 
IIL. SPACE 


Information was received from the 61 schools 
which have separate departments, divisjons, or 
sections of preventive medicine, 
allocation of space. The locations of the depart 

ments of preventive medicine are as follows: 


In the local health department, if 
different from (1) and (2) 


cine: 
Mean 
Median 
fal 
Ite ive ai 
Number of Mean 1.5 persons a 
Median 1 
With tropical medicine and Mean 8.6 persons 4% 
With student health.............. 1 vl 
(c) No medical school department... . 
Function assigned to another de- b 
(d) Subdepartment of medicine........ 7 en 
Total schools reporting. ...... 83 In the basic science building, if i 
IL PERSONNEL different from (1).............. 18 | 
No information. ................ 16 ith 
In regard to laboratory space, regardless of et 
size and type, the schools responded as follows: i 
Have research laboratory space.... 28 a 
No research laboratory space...... 18 - 
No information.................. 15 
123 
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